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_GENERAL CONSIDERATIONS 


From a study of post-mortem findings, Young 
stated in 1926 .that stones are left behind in the lower 
bile-duct in spite of an operation in more than 16 per 
cent of all the cases. This figure seems to be worth 
while taking into consideration, but, I am afraid, it 
is in fact an underestimation. That such is the case, 
is proved by Schonbauer. In one of his last works he 
states, that in 5 out of 12 cured cases after gallbladder 
operations (i.e. 41-6 per cent.) and in 9 out of 20 cases 
of death after interference in the lower bile-duct (i.e. 
45 per cent.) stones were left in the lower bile passage. 
According to American statistics it is found that’ in 
one-third of the cases discharged after cholecystec- 
tomy, missed stones were discovered in. the choledo- 
chus at the necropsy. (Riga, 1937). 


It is, therefore, apparent from the frequency of 
missed stones in the lower bile-duct, in spite of an 
operative treatment, that the surgeon only removes 
the gall-bladder with its contained stones but does 
not give careful attention to the contents of the lower 
bile passage and to the patency of the papilla vateri. 
These figures further refer to the fact, that a great 
deal of difficulty is encountered in freeing the lower 
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bile-duct from its stones completely. The choice of 
aquation is worthy of careful consideration. 


CHOICE OF OPERATIONS - 


In order to prevent recurrence of stones in the 
lower bile-duct, it is not sufficient, as is generally done, 
to palpate the choledochus. According to Lahey (1937), 
in 50 per cent. of cases, lodged stones in the bile-duct 
cannot be detected by the simple process of palpation. 
In cases of induration of the head of pancreas, due 
to chronic pancreatitis, which is very frequently found 
with cholelithiasis, and in cases of enlargement of the 
lymphatic glands around the: bile-duct, it is very 
easy to overlook small concretions. Only in rare 
exceptional cases, there is a possibility of overlooking 
stones by incising the choledochus, if the concretion 
lies hidden in a diverticulum above the papilla vateri;. 
and the exploring sound just slides by without noticing 
the stone. As far as recurrence is concerned, those 
cases are specially dangerous where the duct contains 
sand, mud or gall-sediment instead of stones. In 
these cases such particles, which are left behind may 
induce recurrence or new. relapses. 


In order to prevent or at least reduce the. number, 
of cases of recurrence a justifiable demand was re-, 
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peatedly brought up, to use the method of opening 
the lower bile-duct as well as to examine the papilla 
vateri in an increasing manner. 


Even though a majority of surgeons keep up 
with that dictum it is much to the disadvantage of 
the patient that this procedure is not generally 
adopted. On the other hand, Kirschner (1937) goes 
even too far, when he demands on principle chole- 
dochotomy and sounding of the bile-duct in every 
case of cholelithiasis. I do not believe that every 
surgeon is of that opinion. 


There are four different methods of removing 
stones from the lower bile-duct and for scrutinizing 
the patency of the papilla vateri, viz., the supra-, the 
retro- and the transduodenal choledochotomy and 
the choledocho-duodenostomia int. (Kocher). Besides 
these four radical operations, there is another more 
or less palliative operation much favoured during re- 
cent years viz., the so-called choledocho-duodenosto- 
mia ext. of Riedel. This latter procedure ensures an 
uninterrupted flow of bile by means of an anastomosis 
between the choledochus and the duodenum, with- 
out taking into consideration any stenosis or calculi 
lodged in the choledochus or at the, papilla vateri. 


The supraduodenal choledochotomy with sound- 
ing and dilatation of the papilla vateri is indicated 
in the following conditions :— 


(1) Stones in the common bile-duct; if these 
can be detected by palpation of the duct. 


(2) If the wall of the exposed bile-duct appear 
to be thickened, even when there is no icterus (jaun- 
dice) and no stones are palpated from _ outside. 
In cases of movable and small concretions, palpation 
over a thickened duct is not of much value. 


(3) Then in cases, where the anamneses show 
quite a number of icterus attacks possibly due to 
stenoses at the papilla vateri, cholangitis and ob- 
struction due to enlargement of the head of the pan- 
creas in chronic pancreatitis or where little stones 
may easily be hidden in the retroduodenal portion of 
the duct, a fact, which I have personally experienced 
for a number of times. ! 


The retro- and transduodenal choledochotomy 
are never used primarily, but are only evaluated as 
supplementary operations and are only used, when 
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it was impossible to remove the stone by means of 
supraduodenal choledochotomy. This might occur 
when we have to deal with fixed and branched stoncs 
in the papilla vateri, if the stone is surrounded by 
a rigid zone of fibrosis, owing to prolonged inflain- 
mation of the mucosa of the choledochus; further, in 
cases, when stones are hidden in a diverticulum of tlie 
choledochus, which can neither be reached with litho- 
tomy forceps nor with the lithotomy scoop froin 
above; in cases of stenoses at or above the papil!a 
vateri and finally in cases, in which the duct contai:s 
fragments of stones, and biliary mud. The choledo- 
cho-duodenostomia int. (Kocher) and its modification 
by Moszkowicz, which considers certain risks when 
applying the anastomose, has the same indication as 
the transduodenal choledochotomy. To this group 
also belong cases with turbid and infected bile in the 
bile-duct, further relapses of icterus after cholecyste:- 
tomy and chronic pancreatitis. The use of the retro- 
duodenal choledochotomy is when the choledochus 
is buried in a thin mantle of the pancreas and when 
there is the possibility of exposing the choledochus, 
by peeling off the pancreas-capsule without injuring 
the pancreas. If the duct is surrounded by a larger 
mass of the pancreas, then it is rather advisable to 
use the transduodenal choledochotomy or the 
choledocho-duodenostomia int. (Kocher). 


CoMPARISON oF RESULTS 


The choledocho-duodenostomia ext. was originl- 
ly advised by Riedel only for stenosis at the papills 
vateri. Later on it was also recommended in cases 
of stones close to the papilla vateri, in relapse-cases, 
for cases of bile-mud in the duct, for intrahepatic 
stones, for cholangitis and chronic pancreatitis. Bu! 
it is inadvisable to use this method when the wall of 
the bile-duct shows no resistance or seems to be some- 
how decayed. 


Owing to the possibility of the spread of infection 
from the intestinal tract into the biliary duct, chole- 
docho-duodenostomy ext., is not acceptable to man}; 
surgeons at present as it was in the past. But Fins- 
terer’s experiences seem to disprove this view. Ther 
are also quite a number of surgeons, who preferre: 
choledocho-duodenostomy ext. to the hepatic drainage 
ext. at the present time principally on account of its 
low mortality. 
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ane STONES IN THE LOWER PART OF THE BILE-DUCT 


TaBLe I 
Percentage of Mortality. 


Choledochoduo- Hepaticus 

denostomia externa. drainage. 
Finsterer (1935) 22°2 
F:oriken (1934) +. I0°O 
Juracz (1923) ie SR 20°5 


We may next consider the rate of mortality of 
the supraduodenal, the trans- and the acme 
choledochotomy. 


II 


Percentage of Mortality of Choledochotomy taken 
from the Literature. 


Bernhard (1935) io’ 9°9 
Demel (1936) (S.Ch.T. 14: ‘3 T.Ch.T. 17°4 
Finsterer (1935) ee 22°2 
K. Heinrich (1932) 12°2 
Juracz... ose ove 20°5 

(1913) ose eee 
Paus (1913) ine 19°6 
Ranzi (1934) Ch.T. 19° T:Ch.T. 27° 20°4 
Rowlands (1932) 12'0 
Schloffer, Kment 12°3 
Smith, New York ... 
Walzel (1935) (T.Ch.T. 14:2) 13°7 
Waldeyer, A. W. 23°0 
Wilkie 9°6 


With the exception of Kehr and Lahey, the 
mortality is rather high, there is an average of 
10-20 per cent. 

With Mayo, I agree that the rate of mortality 
is dependent upon two factors viz. (1) the complete 
obstruction of the duct and (2) infection of the biliary 
tract before operation. 


Taste IIT 
Percentage of Mortality. 
No incterus, Icterus, infection 


normal bile-duct, of the bile-duct, Complete 
no active fever, rigor. obstruction. 
symptoms, 
Mayo 16 34°I 
Demel ooo 10°3 44 


The rate of success after choledocho-duodeno- 
stomy ext., as the supraduodenal choledochotomy 
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with dilatation of, the papilla vateri, and trans- 
duodenal choledochotomy seems to be equally distri- 
buted. 


TaBLe IV 
Lasting Results Percentage. 
No Capable of 
complaints. working. 
Choledochoduodenostomy 
ext. (Finsterer) ot 95°2 
Supra- and transduodenal 
choledochotomy (Demel) ... 90°2 94°4 


Of course, it would be of great help, if we were 
able to gain similar compilations for correct guidance. 


QUESTION OF DRAINAGE 


If the lower rate of mortality of choledochoduo- 
denostomy ext. is confirmed by future records, we 
would then be obliged to pay more attention to this 
method than to the supra, trans-, and retroduodenal 
choledochotomy, where the rate of mortality is still 
rather considerable. 


The primary closure of choledochotomy wound, 
which was many times discussed some years ago, is 
now done very seldom. I personally have given it 
up entirely and apply in every case of choledochotomy 
an external drainage without any disadvantage for 
the patient. The choledochotomy wound is not 
allowed to be sutured in cases with infected bile and 
when the anamnesis shows fever and rigor; further, 
when it is not certain whether the papilla vateri is 
free and the head of the pancreas is enlarged. 


Causes or DEATH 


Jaundice, hemorrhage and failure of liver func- 
tion, are responsible for the majority of deaths. The 
last two events seem to be somehow coherent, 
since we know, that a hemorrhagic diathesis and a 
prolonged time of bleeding depend upon the stage of 
the disturbance of the liver function and not so much 
upon the severity of the icterus. So far as progno- 
sis is concerned, we have no certain means of eliminat- 
ing jaundice, bleeding and failure of liver function. 
The special examinations about liver function, do not 
give a sure indication about freedom from such com- 
plications, but these only refer to some functions -of 
the organ. 
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Pre-Operatrve MEAsurES 


“Of the prophylactic measures, mention need only 
be made of the food rich in carbohydrates. Further, 
I.V. injections of 10% sugar solution and insulin before 
and after the operation are advocated. The question 
of anesthesia is important ; local anesthesia may be 
preferable to ether or Billroth’s mixture. 


‘The decision whether the two stage operation 
advacated by Cotte, Fink, Kausch (first stage con- 
sists of biliary drainage, in order to relieve the liver; 
second ‘stage relief of obstruction in the bile-duct) 
is really effective, must be left to a larger compilation. 

In order to reduce the danger of liver-insuffi- 
ciency, Denk recommends not to do the operation 
in an acute feverish condition, but. to use first an in- 
ternal treatment in order to get the patient over the 
dangerous period. When liver insufficiency is clinic- 
ally diagnosed, liberal quantities of glucose infusion 
and insulin should’ be given. 

I have not seen any good results from irradiation 
of ‘spleen against the jaundice and bleeding, but a 
prophylactic as well as the therapeutic blood trans- 
fusion is of great value and is recommened by Kuttner, 
Korte, Laqua, Walzel and Denk. 

The value.of an I.V. injection of calcium chloride 
(5. c.cm, of 10% calcium chloride) is still undecided. 

‘he experiment on animals have shown no relation 
hetween, the amount of contained calcium and blood- 
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coagulation. The same holds- good for Collip’s pare- 
thormone and for the other means of promoting blood- 
coagulation like gelatine. 


Under normal conditions, the liver stores th 
vitamins, which shorten the time of bleeding ani 
coagulation. If there is now no bile in the intestins| 
canal as’in cases of obstructive jaundice, this absorp- 
tion is interrupted, and causes difficulties in the in 
termediate metabolism of calcium. A  subsequen: 
tendency to bleeding has been shown by Seifer:, 
Fedoroff, Graves and Schmidt. Seifert believes in 
stimulating activities of D-vitamin by irradiation wit | 
artificial sunlight. It is a new method of treatmen' 
and sufficient data have not yet accumulated for 
discussion. Perhaps it would also be worthwhile to 
try vitamin C, which favourably influences bleed- 
ings and hemophilia as was mentioned by Fromme: 
in his report at ‘the last’ surgical meeting in Berlin. 
It would be of great value, if further reports on this 
subject are published. 

In a real case of coma lide, the I.\. 
injection of 10 ‘per cent. lactic acid’ or 12 per cent. 
hydrochloric acid is said to be of benefit, but I perso- 
ally have no experience on that subject. 

I am conscious of having given a bare outlin: 
of the surgical’ treatment for stones, lodged in tive 
lower part of the bile duct. In fact, I have only 
touched the salient features, but I hope that the su!:- 
ject is worthy of careful-.consideration. 
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The pathological picture of cholera intestine is 
of great significance from the point of view of the fact 
that this is the site for the production of the toxin 
and that the brunt of the toxic processes in cholera 
falls on the intestines. The copious evacuation 
through the bowels in the form of vomiting and purg- 
ing is unique in cholera and is not found in any other 
affection. 


Post-MortEmM APPEARANCES 


Small Intestine—The post-mortem appearances 
of the small intestine as described by Rogers (1913), 
Banerjee (1931) and MacCallum (1932) are often 
characterised by intense congestion of the peritoneal 
coat and the same appearance is also seen on the 
mucous surface as well as in all the vessels of the 
portal system. The appearance of the peritoneal 
coat is generally described to be dry but that is found 
only when death takes place as a result of dehydra- 
tion. Post-mortem of the hospital cases, nowadays, 
rarely, if ever, shows this change as no case is allowed 


to die of dehydration. 


Cacum—In those cases where the evacuations 
appear to be hemorrhagic, intense congestion of the 
cecum as well, becomes a common finding. 


Lymphoid Follicles—The appéarance of the en- 
largement of the lymphoid follicles and the Peyer’s 
patches, forms a characteristic finding. (Figs. 1 
and'2). In the small intestine, the Peyer’s patches 
(Banerjee, 1931) often become more prominent than 
the solitary follicles, numerous examples in our own 
material showing the Peyer’s patches to be -so swollen 
as to stimulate early: enteric lesion. 


PictTuRE 


_ The histological picture not only corroborates the 
above-mentioned feature of intense congestion but 
in addition shows profound degenerative changes of 
the epithelial lining. The capillaries ‘are generally 
found to be distended. Goodpasture (1923) has point 
ed out the occurrence of profound subepithelial cede- 
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ma in the ileum. This intense capillary dilatation 
is possibly responsible for the edema of the sub- 
mucosa and also for the huge quantity of the fluid 
which is allowed to pass through as the rice-watery. 
evacuation. Although there are congestion and 
edema of the subepithelial layer with great passage 
of the fluid, still there is little inflammatory response 
in the form of leucocytic infiltration, the mononuclear 
cells being the predominant type of the cells present. 

The main lesion lies with the epithelium which shows 
intense necrosis with great desquamation of the epi- 
thelial cells. The reason of this necrosis of the epi- 
thelium becomes apparent when the tissue is exa- 
mined after staining for bacteria. Although various 
other bacteria may be found, particularly on the sur 

face of the epithelium, the glandular crypts are 
found to be loaded with the vibrio, sometimes as. if 
in pure culture. This fact has been observed by 
various workers, notably Greig (1919), Goodpasture 
(1923) and Manson (1929). The lymphoid structures 
are seen greatly prominent showing considerable proli- 
feration of the lymphoid elements _ histologically. 

Rogers (1918) is of opinion that this loss of the 
epithelial lining of the small intestine is the cause of 
the great drain of the body fluid and salts through 
the copious evacuations. The cecum shows similar 
changes, particularly in the hemorrhagic type of 
cholera as noted by Banerjee (1931), the remaining 
portion of the large intestine showing little or no 
change. It must be admitted that the above changes 
are not a constant finding (Banerjee, 1931). 


LyMPHATICS AND THE System 


The next outstanding feature is in the lymphatics 
and the hemolymph organs. 

Mesenteric Glands—As noted above, the ‘great 
hyperplasia of the Peyer’s patches and solitary follicles, 
forms a prominent finding in the intestine. If we 
proceed further, we find that the mesenteric glands 
are also greatly swollen and show the same picture 
of necrosis as is found with the epithelium of the 
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small intestine. This has been reported by Mac- 
Callum (1932) and Banerjee (1936). Sections stained 
for bacteria show the presence of the vibrio. As our 
post-mortem examination jis generally done more than 
24 hours after the death of the patient and that always 
in summer, culture of the mesenteric glands always 
give a misleading finding. 

Thymus—The most curious finding as observed 
first by MacCallum (1932) and then by Banerjee (1936) 
is the invariable persistence and also great increase in 
the size of thymus in cholera. MacCallum observes, 
“‘the thymus is enlarged in nearly every case. In 
children it is especially bulky, reaching 10 or 12 grams, 
and extending downward as a thick mass. Even in 
adults the organ lies over half the pericardium and 
may measure 10 cm. in length. This persistence of 
the thymus is especially striking and probably accords 
with the lymphoid swelling in the intestine. The 
histological structure of the thymus from the present 
writer’s own material, shows no particular change 
excepting the proliferation of the lymphoid elements. 
This finding has been corroborated by Prof. Ludwig 
Aschoff of Freiburg (1938), who very kindly examined 
the specimens. The photograph reproduced from the 
writer’s collection shows a thymus measuring 
10-8 cm. x 9-2 cm. (Fig. 3). 

Spleen—This general lymphatic response in the 
intestines, pharynx mesenteric glands and in the 
thymus in almost every case, shows a peculiarity 
in the fact that the spleen is not enlarged, rather 
appears wrinkled when death takes place during 
stage of dehydration. Rogers (1913) observes, ‘‘The 
spleen, in addition to being much congested with 
thick dark blood, occasionally also shows enlarge- 
ment of the lymphoid tissue of the Malpighian bodies 
to such an extent as to make them visible to the 
naked eye as lighter points, the change being simi- 
lar in nature to that of the solitary intestinal glands.”’ 
The same has been observed by Banerjee (1931). 


Hemopoietic System—A _ similar anomaly ap- 
pears in the hemopoietic organs. Rogers (1913) and 
Banerjee (1922) have shown that every case of cholera, 
however mild the attack might be, shows considerable 
leucocytosis with great increase in the polymorphonu- 
clears and curiously the lymphocytes of the blood are 
greatly reduced being only 10% in the average. 
Banerjee (1922) has shown that a count of 30,000 
leucocytes is a very common finding and that of 
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80,000 not uncommon. He has further shown that 
this rise is irrespective of loss of fluid and hence of 
concentration of the blood. This anomaly is ex- 
plained by Rogers (1913) by assuming that the hyper- 
plasia of the lymphoid follicles in other parts of ‘1 
body, leads to the great decrease in the proportion of 
the lymphocytes in the blood. The bone marrow, as 
is expected, is soft with presence of dark red are:s, 
showing engorgement of the vessels histological’ y. 
(Fig. 4). 

Liver—The liver shows granular and necro‘ic 
changes of the hepatic cells and that in only a slig'it 
degree. The blood vessels very often show intense 
congestion. 


Suprarenals—That the adrenals play a great role 
in cholera has been pointed out by numerous work«s 
and for the last 20 years adrenalin has been given a 
good place in the treatment of cholera. Rogers had 
been using adrenalin in 1 in 1000 solution every 4 ‘o 
6 hours to stimulate the heart. Duncan Whyte in 
China and Dubalen in Cochin-China reported great i-- 
duction of the death rate by administration of adrew:- 
lin alone. Naame (1927) reports good results and his 
given a new idea in the pathology of cholera by «s- 
suming that the great tolerance of the cholera patient 
to the drug indicates that the cholera toxins have a 
special action on the suprarenals. Recently he (1937) 
has again drawn particular attention to this point. 


The present writer is engaged in the study of 
this aspect of the question for the last few years ail 
has observed degenerative changes in the cortex of tl 
suprarenal, although, naked eye examination revea!s 
very little change. The functional changes desery: 
special mention but whether they are the prima’y 
factors produced as the result of the toxin of tlc 
cholera vibrio or otherwise requires further study. 


We know that the syndrome of adrenal insu!'- 
ciency is definite and has been found to occur fairly 
constantly. As a part of this syndrome we fin! 
among other symptom-complex, the following whi ': 
are too well-known in almost every case of cholev. 
These are,—vomiting, diarrhoea, oliguria or comple ° 
aneuria, reduced temperature, reduced oxygen con- 
sumption, arterial hypotension, great alteration i” 
the blood chemistry in the form of considerable ris 
in blood urea and NPN with reduction of bloot 
chloride and blood volume, leading to alterations 0! 
the renal function, all these due to loss of the 
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Fie. 1. Tleum, showing a Peyer’s patch in the centre 
and numerous scattered hyperplastic lymph nodules. 
(From Pathology Museum, Carmichael Medical 
College). 


Fic. 2. Photomicrograph of section through Peyer's 
patch showing hyperplasia of lymph nodules : from 
specimen shown in Fig. 1. [ X10] 


Blocks kindly lent by Dr. D. N. Banerjee from his 
“Handbook of Cholera” revised edition in preparation. 


Engraved & printed by 
The Bengal Autotype Co., Cal. 


Fig. 3. Thymus showing considerable enlargement 
and vascularity from a male patient aged 65 years. 
P.M. No. 15 of 1936. (From Pathology Museum, 
Carmichael Medical College). 


Fig. 4. Photomicrograph of section of bone marrow 
showing hyperplasia of marrow cells, dilated 
capillary (1), sinuses (2) and eosinophilic granular 
cell (3). [ X400 ] 
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essential hormone of the cortex. A study of this 
picture leads us to the consideration of adrenal 
insufficiency in cholera as a prominent factor. 


CurntcAL ASPECTS OF THe CHOLERA PROBLEM 


Personal experiences—Now we come to the con- 
sideration of the two most important aspects of 
cholera. These are the renal failure and the vaso- 
motor failure. I term these two aspects as the most 
important only because this has been forced on me 
as a result of my personal experiences exceeding a 
period of 20-years. A study of my private cases will 
show that they are mostly either of renal failure or 
vasomotor failure or their attendant complications and 
and rarely a straight-forward case of cholera. The 
pathological findings in fatal cases, again, show that 
death generally occurs from these two causes. 

I, therefore, classify clinical cholera under three 
types :— 

1. Straightforward type 
2. Renal failure type and 
3. Vasomotor type. 

The Straightforward Type—This indicates a 
mild condition recovering with or without intravenous 
injection of saline indicating that the capillary en- 
dothelium is still capable of retaining fluid. This 
type may, therefore, be classed as the milder form 
of the vasomotor failure type. 


The Renal Failure Type—I do not like to discuss 
the renal failure type of cholera here in consideration 
of the fact that recently several papers have been 
published by myself and my co-worker (Banerjee, 
1935, 1936a, 1936b; Banerjee and Datta 1935a, 
1935b, 1936) and that the result of further work 
is awaiting publication. In summary, I can mention 
that from the point of view of the inconspicuous 
histological finding (Banerjee, 1931, 1936) as con- 
firmed by Prof. Th. Fahr of Hamburg (1938), the re- 
nal failure can be ascribed to some extra-renal factor. 
Of the extra-renal factors most likely it is hypochlo- 
remia which is of more importance, as also suggested 
by Prof. F. Volhard of Frankfort (1938) than dehy- 
dration as suggested by Prof. E. T. Bell of Minnea- 
polis (1938). 

The Vasomotor Failure Type—One meets very 
often quite a good number of cases in which the 
blood pressure remains very low, often showing no 
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pulse at the wrist even after intravenous injection of 
saline, although this procedure is contraindicated in 
such cases. Atropine, adrenalin, etc. lead to little 
or no improvement. There may be loss of fluid but 
the specific gravity of blood shows no much increase 
suggesting that much loss of fluid has not taken 
place. What is the cause of this and also the pro- 
fuse evacuation which in quantity and character is 
never found in any other disease other than cholera? 
The profuse evacuation is undoubtedly due to the in- 
creased permeability through the intestinal vessels. 
But what is the mechanism of this alteration? 
These features, and also the peculiar condition 
(Banerjee, 1936) that the onset is very rapid, the 
progress is also very rapid and curiously the recovery 
is equally rapid if the patient is tided over the acute 
stage of the disease. All these conditions bring 
forcibly to our mind the question of gastrointestinal 
type of allergy in cholera, ‘particularly from the point 
of view of the resemblance between the manifestation 
of cholera and the symptom-complex of bacterial 
allergy. 


CHOLERA AND ALLERGY 


For the purpose of this discussion and in order 
to avoid all controversy regarding the interpretation 
of the term allergy, we shall consider the two terms 
anaphylaxis and allergy, to be synonymous only with 
the difference that anaphylaxis is the trem to denote 
hypersensitivenss induced in laboratory animals while 
the term allergy denoting the same as manifested in 
man. (Bray, 1937). I agree with Prof. C. C. Bose 
(1939) when he prefers to call the condition in cholera 
as an anaphylactoid phenomenon rather than allergy. 
Wells (1925) differentiates the anaphylactoid reactions 
from those of anaphylaxis only by the fact that no 
previous sensitizing dose is necessary in the former 
condition, the first dose being the effective one. 


It was Sanarelli (1923) who observed that when 
a sublethal intraperitoneal dose of the cholera vibrio, 
which in itself is incapable to cause death of a guinea- 
pig, is given, naturally no death takes place but if 6 to 
7 hours after that an intravenous injection of a very 
minute dose of the filtrate of a broth culture of B. coli 
(‘‘eolitoxine’’) is given, which again, in itself is ab- 
solutely of no pathogenic action, the animal becomes 
seriously ill and dies almost immediately showing the 
manifestation as observed in the cholera algidity of 


7 


JOURNAL 


man. This observation is since then known as the 
phenomenon of Sanarelli. Sanarelli thus comes to 
the conclusion that the cholera algidity in man is the 
same anaphylactic phenomenon as observed in the 
guineapig. He maintains that the algidity is pro- 
duced by the action of the vibrio on the mucous 
membrane of the intestine and precipitated by the 
joint action of other organisms as B.coli or their pro- 
duets. Attention has already been drawn in the pre- 
sent paper regarding the histological picture demon- 
strating the presence of cholera vibrio in the crypts in 
almost pure culture and also the association of 
various other organisms both in this situation as well 
as on the surface of the mucous membrane. 


Another observation of Cantacuzene and Marie 
deserves special mention, as that throws a flood of 
light on this aspect of the question. They have found 
that a small dose of the extract of the small intestine 
of guineapig, which is absolutely harmless when in- 
jected intraperitoneally into a guineapig, produces 
acute and fatal intoxication when injected with a 
nonlethal dose of the cholera vibrio. The present 
writer has already pointed out the great amount of 
necrosis and desquamation of the epithelial cells of 
the mucous membrane of the intestines in cholera. 
Does the necrosis of these cells play any role in the 
light of the researches of Cantacuzene and Marie? | 


AND CHOLERA: 


It was the present writer (Banerjee 1936) who 
remarked perhaps for the first time that histamine, 
which can produce allergic conditions even in normal 
individual when absorbed from the intestines, may, in 
abnormal conditions e.g. infection with the cholera 
vibrio, be absorbed in considerable quantity leading 
to the production of the symptom-complex of cholera. 


It may be noted here that as late as 1894 Lauder 
Brunton suggested: the use of atropine in cholera on 
the ground that it antagonises the symptoms of mus- 
carine poisoning which resemble to a considerable 
degree to those of cholera. Following this suggestion 
Rogers (1921) has-formulated the line of treatment. 
with atropine which is classical even to-day. 

Regarding the part played by histamine in cholera 
it may be noted that histamine is the decarboxyla- 
tion product of histidin which is a component of every 
known protein. Koessler° and Hancke (1922) has 
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shown that many intestinal organisms produced hista- 
mine which leads to toxic result when absorbed into 
the circulation. This local production of histamine 
has been found to take place by certain organisins 
(Oriel, 1982). The same may take place in the small 
intestine in cases of cholera. In fact, Berger «nd 
Dale(1910) are the first to recover histamine from 
the intestinal mucosa and Dai! and Laidlaw (1910) 
showed that the injection of histamine. into guinea- 
pigs produced symptoms similar to those observed 
in anaphylaxis. It appears thus that the local )yo- 
duction of histamine in the small intestine-in cholera 
may cause increased permeability through the epitiie- 
lium lining the mucosa with dilatation of the cayil- 
laries thus giving rise to diarrhea. 


Bray (1937) describes the action of histamine 
on blood vessels and also on the blood which runs 
as follows:—‘‘The arterioles in-man are dilated, the 
capillaries show a pronounced dilatation and new 
channels are opened up; the smaller vessels are dil:t- 
ed, the larger are slightly constricted. Hence. there 
is a profound lowering of the blood pressure. Regard- 
ing the action on the blood, the red cell count is in- 
creased due to loss of fluid from the blood into the 
tissues. The white count diminished (italics mine). 
NPN, sugar, calcium and phosphates are increased; 
serum protein and cholesterol are reduced; acidosis is 
produced.’’ We find a contradiction of the above 
statement regarding the diminution of the white cell 
count in the works of Moon and Leiber (1935) who 
state that intravenous or subcutaneous injection of 
histamine phosphate in cats and monkeys is followed 
by leucocytosis. According to them this increase may 
range between 200 and 1000 per cent and the incre- 
ase consists chiefly of the polymorphonuclear neutro- 
philes. This finding of Moon and Leiber is what 
takes place in cholera as described before. 


The whole of the above picture, including the 
rise of blood sugar (Dr. H. N. Mukherjee, 1939) ex- 
actly represents the same what we find in cholera, 
particularly of the vasomotor type. To complete the 
picture the following passage from Bray (1937) may 
be of great interest. ‘‘Adrenalin antagonises 10 times 
the amount of histamine: Dale (1920) showed the! 
the injection of histamine probably increases the out- 
put of adrenalin. Removal of the adrenals increases 
the sensitivity of the animal to histamine about 3° 
times. 


eit. 
sh 

of 
th 
log 

su 

it 
th 
va 
su 
m 
ac 
vi 
0] 
id 
ir 
t] 
n 

t 

— 


JOURNAL 
{. M. A. 


The H-substance of Lewis (1924-7), which is 
either histamine or which has a histamine-like action 
shows exactly the same changes e.g. local dilatation 
of minute vessels with an increased permeability of 
the vessel wall. In cholera, this is a prominent histo- 
logical finding in almost all organs. 


Dale (1929) believes that histamine is present as 
such in the cell and so long it remains inside the cell 
it remains inert but as soon as it is liberated into 
the tissue fluid by appropriate stimulus an intense 
vasomotor change is immediately produced. 

From this it appears that histamine or similar 
substances play a great role in producing the vaso- 
motor failure in cholera either directly or through 
adrenal insufficiency. This, therefore, brings the 
views of Moon (1938) into prominence. He is of 
opinion that the state of prostration in cholera is 
identical with surgical shock and the role of histamine 
in its production is worthy of note. Such a finding 
was obtained by the present writer as long ago as 
1931. Sir Thomas Lewis (1938) also believes that 
the vasomotor failure in cholera is mainly of the 
nature of shock. 


I take this opportunity to express my grateful 
thanks to Dr. C. C. Basu, Professor of Pathology, 
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A. The pathological changes in cholera are :— 
1. Hyperplasia of the lymph follicles and 
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and mesenteric glands. 


2. Persistence with great enlargement of the 
thymus in a large proportion of cases. 

3. Vascular dilatation of all organs, particular- 
ly of the mucosa of the small intestine, 
spleen, liver and bone marrow. 

4. The histological picture is almost identical 
with that seen in fatal cases of surgical 
shock. 
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forward type, (2) renal failure type, and (3) vaso- 
motor failure type. 
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poisoning in the production of the cholera syndrome 
has been discussed. 
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Although a large variety of micro-organisms 
causes acute inflammatory changes in the pia- 
arachnoid accompanied by fever, the term, ‘‘cerebro- 
spinal fever’’ is restricted to one caused by the 
meningococcus only. 


Probably the earliest record of an epidemic is 
that of Vieusseux who witnessed it in Geneva in 
1805. In 1806, Danielson and Mann described an 
epidemic in Midfield, Mass. with five post-mortem 
examination reports. Hirsch (1886)! described four 
epochs of the epidemic, namely, from 1805 to 1830, 
1837 to 1850, 1854 to 1875 and from 1881 to 1886 
To these may now be added one from 1904 to 1908 
and the other, from 1932 to the present day. The 
greater parts of the earlier epidemics were among the 
troops. 


The epidemics are more common in Europe and 
America, especially in the north temperate zone and 
fairly so in Japan and China, mostly in the winter 
and spring months. 


Of the earlier observers in India, Morehead (1860)? 
in Bombay recorded seven post-mortem reports in 
cases observed by him between 1830 and 1840 and 
remarked, ‘‘this form of disease has not frequently 
come under my notice in hospital practice in India.”’ 
Macphers in Bengal had 76 cases between 1847 and 
1854. Chevers (1886)? in Bengal found very few cases 
in the Calcutta Medical College Hospital. The find- 
ings of Ewart, Goodeve and Duka of the same 
hospital were identical. The sanitary commissioner 
did: not report any case in 1880: in 1881, 3 cases, in 
1882, 3 and 1883, 4 cases. All these were either 
among the Europeans or in the army and the jails 
and none among the Indian civil population. 


From 1927 to 1932, a few cases were reported 
from the Sikarpur Special Jail and Borstal Institution, 
Lahore where much overcrowding existed at the time. 

There were undoubtedly some sporadic cases here 
and there of which no accurate records exist. 
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More cases were reported in 1933 and 1934. 
Widespread epidemics were prevalent in Bengal, 
Bombay, Beluchistan, N. W. Frontier Provinces, 
Kashmere, Delhi, Central Provinces, Rajputana, 
Central Indian States, Hyderabad, Baroda States and 
to a less extent in Madras Presidency. During the 
first six months of 1934, the recorded total figures for 
the whole of India were 1991 with 1216 deaths: in 
1934-1935, 2940 cases with 2909 deaths. 


In Caleutta, the epidemic condition of 1938 conti- 
nued throughout 1934 and 1935 in more extensive 
form. In the Bombay Presidency, Ahmedabad epi- 
demic was the worst. In 1934, 2940 and in the first 
half of 1935, 2909 cases were reported (Russel, 1936).° 


Towards the latter part of 1933, a special wari 
was opened in the Campbell Medical School Hospit«!, 
Calcutta and a large number of the local cases «te 
treated there. After a comparative lull in 1937 an‘ 
a large part of 1938, Calcutta is passing through a fairly 
severe epidemic since December, 1938. 


The meningococcal infection of the pia-arachnoid 
has a better prognosis and is more benign than the 
same by any other bacteria because in the former only 
a fair number of cases recover. 

But cerebrospinal fever, as seen in clinical prac- 
tice, is associated with high mortality. This is 
because the mild cases are not diagnosed at all, being 
thought to be influenza, dengue or a similar condition 
and are not included in the case report. Only the 
cases of greater virulence are recognised either as 
sporadic or epidemic incidence of the disease in which 
the mortality is high. The mild and sporadic cases 
are, however, dangerous in another way. The proper 
segregatory precautions not being taken, these become 
sources of infection to others and often start dangerous 
epidemics. 


CuinicaL Types 


1. Cerebrospinal Fever of Early Infancy—This 
type of the disease is sometimes seen in children of the 
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age of a few months to 2 years, the youngest case on 
record being a female infant of 22 days (Brown and 
Silverthorn, 1933).° 

Such cases often start suddenly with convulsions, 
positive Kernig’s sign, rigidity of the neck and fulness 
of the fontanelles. Hyperesthesia is a very promi- 
nent symptom. Consciousness is usually maintained 
and bradycardia is not common. 


In some cases, bulging of the fontanelle may dis- 
appear by the second or the third week or may be 
totally absent all the time, so also the rigidity of the 
spine and Kernig’s sign. Only gastrointestinal symp- 
tom as persistent vomiting without any obvious cause 
may draw attention to the cerebro-spinal system. In 
others again, hyperesthesia and fever are the only 
noticeable symptoms (Feer, 1928).7_ Dandy and Black- 
fan (1914, 1917)* in their extensive study of hydro- 
cephalus, concluded that a large number of these 
were the aftereffects of meningitis including even the 
so-called congenital hydrocephalus. 


In many of these cases, the symptoms of menin- 
gitis are probably so slight and the recovery so prompt 
that the mother looked on it as common cold, stomach 
troubles or some illness incidental to teething. 


With the above, a slight degree of bulging of the 
fontanelles when the child is at rest and not struggling, 
is important and should be taken serious notice of. 


If any benefit of treatment is to be given to such 
cases, the diagnosis must be prompt. Hence, an 
otherwise unexplainable sickness with fever, restless- 
ness and twitchings of the muscles requires lumbar 
puncture without waiting for the grosser signs of 
meningitis to appear. For then irreparable damage 
might have already been done (Leake).* Unless pro- 
perly treated early enough, high mortality and in the 
surviving cases, blindness, deafness or chronic hydro- 
cephalus may result. 

2. Posterior Basic Meningitis—This may be 
said to be a special variety of the above and seen in 
children between 4 to 5 years. 

The condition starts suddenly with fever, vomit- 
ing and sometimes convulsion. The temperature 
usually does not continue for more than a week and 
by that time the most prominent sign, head retraction 
is marked. In addition, the trunk is arched back- 
wards, the extremities are extended, phalanges infold- 
ed and the eyes turned upwards. Muscular wasting 
acute 
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is rapid and the fatal issue follows in about 6 to 8 
weeks in over 80 per cent of cases. 

In other cases, hydrocephalus develops compar- 
atively early. The cranium progressively enlarges 
and the fatal end follows from progressive muscular 
wasting and asthenia or an intercurrent disease. 


3. The Usual Acute Cases—This type is’ more 
common among young adults, the males preponderat- 
ing. 

(i) Incubation period: This is uncertain. Some 
authorities believe that the disease is really auto- 
infection from the organisms in the nasopharynx of 
the carrier state. Flack (1917)'° and Short (1918)" 
found cases among the carriers. On the other hand, 
Fildes (1918)'* Robey (1918),'* Redden (1918)'* and 
Landry (1919)'* did not find any case among a large 
number of carriers they investigated. Cases have been 
reported in persons living in non-infected areas after 
a visit from an infected focus. Judging from the last 
group of cases, it has been found that the incubation 
period is between 1 and 5 days. This is shorter in 
fulminant cases (Sophian, 1913).'* 

(ii) Onset: Although insidious onset has been 
described, it is usually abrupt, with fever, general 
malaise, headache and vomiting. A chill with rigor 
is usual unless marked by marked meningeal symp- 
toms or unconsciousness, convulsion in the first 2 or 
3 days is sometimes seen in children only. 


The temperature often varies between 102°F. and 
104° F. almost continuous in its earlier part with slight 
irregular drops. Headache is the most characteristic 
symptoms. Although it may be present in any or in 
all parts of the cranium, it is often frontal in the 
beginning, afterwards occipital. Unless masked by 
delirium, mental dulness or coma, it persists and is 
not relieved by cold application or taking of mild 
analgesics. Lumbar puncture does give some relief. 
It should, however, be kept in mind that in mild cases 
headache may be slight or absent. Vomiting is pre- 
sent in over 50 per cent from the beginning of com- 
mences soon after: it has no relation to food and is 
not proceded by nausea. It is a symptom of the 
early stage of meningitis only. 

(iii) Course: A. The signs of meningeal irrita- 
tion appear in 2 to 4 days. 

Mental condition is usually unchanged in the early 
stage except some sense of prostration, pain, also 
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general hyperesthesia especially to light and noise. 
Sleeplessness is marked. Occasionally delirium with 
stupor or coma is seen. 


Muscular stiffness is a very characteristic sign 
being most marked in the neck muscles and also to 
some extent in the muscles of the spine and abdomen 
and the hamstrings. This is partly due to irritation 
of the motor nerve roots and partly to pain which is 
also present. 

It is worth while to remember that a certain 
amount of neck rigidity may be present in other con- 
ditions also, and in some cases of meningitis in the 
early stage, this may be fleeting or absent. Even in 
fully developed meningitis limited to the vault or in a 
patient profoundly collapsed, there may be no stiff- 
ness. 


Sensory Signs: The most important is headache 
with nocturnal exacerbation and pain in the contract- 
ed muscles. Restlessness, irritability, anxiety and dis- 
_ inclination to be touched along with hyperactivity of 
all the sensory nerves are present. Reflexes are 
somewhat dulled although deep reflexes may be 
slightly exaggerated in the beginning. The pupils are 
usually dilated reacting sluggishly but sometimes 
contracted or even irregular. Hippus is sometimes 
seen. 

Cerebellar disturbances as coarse intention tremors 
or nystagmus are occasionally present in children. 


Pulse and Respiration: The pulse is slow for 
the temperature, sometimes irregular also (medullary 
pressure) and the blood pressure is occasionally raised 
but in a severe case the pulse is quick, weak and of 
low pressure. 


The respiration is unaltered in the early stage but 
afterwards tends to be irregular. 


B. In the beginning of the second week, intra- 
cranial pressure is more increased and the signs of 
irritation are replaced by those of depression. Thus, 


(i) In infants, the fontanelles become more tense 
and the sutures separate. 
adults, the distended lateral ventricles of the brain 
give heightened percussion note (Macewen’s sign, 
1893). (Wilcox, 1915,17 Koplik 1915'* and Regan 
1918"). 


(ii) Mental condition: dulness increases passing 
on to stupor and pain is not so much complained of. 


MAJUMDAR 


In older children and. 
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The patient lies quiet on his sides in a huddled 
posture. 


(iii) Muscular stiffness increases which especially 
in children causes opisthotonos and sometimes spas: 
modic squint. The spasm of the sphincters may be 
responsible for retention of urine and occasionally 
dysphagia. 


Muscular twitchiugs, coarse tremors and nystag- 
mus are sometimes present. 


(iv) Muscular Paralysis: This is caused by pres- 
sure of the sub-arachnoidal fluid and _ localised 
inflammation of the subjacent nerve tissues and is 
occasionally seen. The effects are cortical type oi 
monoplegia or hemiplegia: lower motor type of para- 
lysis of the extremities, occasionally ataxic paraplegia 
(Horder, 1933),?° third nerve paralysis and rarely of 
the spinal accessory (Charleux, 1931).** 


(v) Temperature: This now tends +to be irregular 
and often assumes irregular remittent or intermittent 
character in the third or the fourth week: in rare 
cases, may be irregular tertian or quartan, likely to 
be mistaken for malaria (Majumdar, 192977: Stitt, 
1929?*). 


In cases that are recovering, the temperature 
gradually falls and ultimately reaches the normal line 
although in many, it is interrupted by periodic re- 
lapses of short duration. 


(vi) Pulse and Respiration: On account of in- 
creased intracranial pressure and meningeal adhe- 
sions, the medullary centres are pressed upon. The 
pulse tends to quicken and is sometimes irregular. 
Blood pressure slightly rises. Just as low blood pres- 
sure in the first sixty hours is unfavourable, high 
pressure afterwards above 120 m.m. of Hg. is equal- 
ly so. 


Respiration at the height of the disease and 
afterwards tends to be irregular and most of the fatal 
cases end by respiratory failure. 


(vii) Termination: In a favourable case, the 
temperature ultimately drops, headache and stupor 
pass off and progressive loss of flesh stops. On ac- 
count of the chance of short relapses, if the tempera- 
ture and the pulse rate remain normal for about 
14 days, the convalescence may be said to have been 
established. 
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In unfavourable cases, the fatal end usually 
follows in a week or two mainly from respiratory 
failure. 

Other cases again gradually pass on to a chronic 
stage. This is either associated with periodic relapses 
or although the temperature drops, with no improve- 
ment of the general condition. A certain amount of 
hydrocephalus develops also papilledema of the disk. 
Muscular rigidity increases, feeding becomes difficult 
and trophic changes as much muscular wasting and 
bed sore appear. Fatal end follows in 2 or 3 months. 


A few of these, however,eventually recover but 
often with mental deficiencies, deafness, blindness 
or various types of paralysis. 

4. Ezxtra-virulent Cases—These may be divided 


into three groups: some of these are seen during the 
height of the epidemic and have more severe mani- 


festations. The temperature is higher and _ the 
toxemia greater, ending fatally in 4 to 5 days. Mus- 
cular stiffness may be moderate only. 

In other cases, the course is even shorter. The 


patient retires after the day’s usual work and is found 
comatose in the next morning or when coming home 
from work, suddenly drops down in the street un- 
conscious. The symptoms are mainly of collapse and 
very little of the cerebrospinal system. Perhaps a 
few hemorrhagic spots may appear before death 
suggesting the diagnosis. 


The importance of these hyperacute septicemic 
cases is that these are very difficult to diagnose. If 
the blood or the cerebrospinal fluid is cultured and 
the causative organisms are found, the diagnosis is 
made. Further, such rapidly fatal cases often herald 
a severe epidemic and the public health authorities 
should be alert and be in readiness to receive it. 


5. Abortive and Mild Cases—These are more 
common towards the end of an epidemic. The diag- 
nosis is not always easy. 


Many cases of fever with sudden onset character- 
ised by marked headache, pain in the body and the 
limbs may be overlooked and considered as of 
influenza, especially if the catarrhal symptoms of the 
respiratory tract are also present. A short duration 
and complete recovery without any specific treatment 
also suggest the same thing. Unless appreciable stiff- 
ness of the neck, spine or limbs or obvious cerebral 
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symptoms are present, the necessity for a lumbar 
puncture is also not thought of. 


So in the endemic area, especially if an epidemic 
is prevailing, all suspicious cases should be thorough- 
ly scrutinized and the cerebro-spinal fluid and the 
blood cultured. The examination of the naso-pharyn- 
geal swab is of limited value. 


DIAGNOSIS 


The main difficulty is with cases that are either 
hyperacute or mild where thorough investigation is 
not often possible, especially at the beginning of an 
epidemic or in sporadic cases. 


The only conclusive diagnostic sign of a case of 
cerebro-spinal fever is finding of the causative organ- 
ism in the spinal fluid, sometimes in the blood also. 
Consequently in all suspected cases, no time should 
be lost to examine these. 


In meningitis due to such pyogenic organisms as 
streptococci or pneumococci, these are easily found 
in the cerebrospinal fluid. A purulent fluid without 
bacteria usually means meningococcal meningitis; a 
clear one under pressure is tubercular meningitis, 
poliomyelitis (or a similar virus infection), meningisim 
or meningococcal meningitis in the early stage 
(Leake).* 

The clinical diagnostic signs are of an acute in- 
fection causing fever and toxemia and also meningeal 
irritation and none of these are strictly the character- 
istic of the cerebro-spinal fever only. Meningeal 
irritation may be absent or inconspicuous’ in some 
cases of meningococcic infection and it may be quite 
marked in other bacterial infections and toxic condi- 
tions without definite meningitis. This is common 
in many infective fevers such as typhoid fever, pneu- 
monia, influenza, measles, malignant small-pox and 
subtertian malarial fever. We had two cases follow- 
ing intravenous injections of arsenobenzol (these had 
high fever also). The cerebrospinal fluid was under 
pressure but clear, being of low protein and cellular 
contents and sterile. The following points should be 
carefully analysed in these cases : 


(a) In cerebrospinal fever, headache, delirium 
and vomiting are not only seen at the onset but are 
more or less persistent in the subsequent stages also. 
In other infective fevers, this is not so to that ex- 
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tent. In typhoid, where delirium sets in, headache 
is not much complained of. 


(b) Pulse is comparatively slow for the tempera- 
ture in typhoid and cerebrospinal fevers. Dicrotism 
is in favour of typhoid and irregularity, of cerebro- 
spinal fever. In other infective fevers, the rate is 
usually raised. 

(c) Respiration: Any obvious irregularity is in 
favour of cerebrospinal fever just as undue quicken- 
ing is of lobar pneumonia. 

(d) Muscular rigidity, especially involving the 
neck, spine and the thigh muscles is a more constant 
feature and more persistent in cerebrospinal fever. 


(e) Papilledema in a toxemic case is more sug- 
gestive of cerebrospinal fever than anything else. 


(f) Milder cases have some resemblance with in- 
fluenza or dengue on account of muscular pain with 
rigidity and slow pulse. Specific evidence is obtained 
in the cerebro-spinal fluid and also in blood count, 
both dengue and influenza being associated with leu- 
copenia and cerebrospinal fever, with leucocytosis of 
15000 to 30000 total and over 70 per cent polymor- 
phonuclears. 


(g) Cerebrospinal fluid: During an epidemic, 
lumbar puncture should be done on comparatively 
slight grounds. In that way only the mild cases are 
diagnosed and segregated and in severe vases, the 
specific treatment is administered early enough. It 
is thus rightly said that the more frequently the 
punctures are done in a community, the lower is the 
cerebro-spinal fever mortality (Leake).° 


In some of the cases of cerebrospinal fever in 
earlier punctures, the fluid may be normal in appear- 
ance also in chemical, microscopic and cultural ex- 
aminations. So if in a case, the meningeal symptoms 
continue to increase, repeated punctures should Le 
made. Careful investigation is required «nthe 
following points : 


(i) The quantity of fluid is much increasd so 
that it spirts out through the puncture and the ncr- 
mal rate of one drop a second is not obtained till 
about 30 to 50 c.c. of it removed. 

(ii) It has a varying turbidity. In some of the 
early cases, it may be quite transparent but more tur- 
bid at the height of the disease and may be frank pus, 
too thick to come out through the spinal puncture, 
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cisternal puncture being necessary. Sometimes it 
is blood-tinged from injury to the spinal vessels. 
Occasionally it is yellowish due to loculation of an old 
hemorrhage (Foin’s syndrome). 

(iii) The cells are increased, mostly polymor- 
phonuclears: may be 50 or more, even several 
thousands per ¢.mm. (normal 1 to 5 mononuclears). 
A mononuclear preponderance does not negative 
meningococcic infection; in fact, mononucleosis is 
common in the early stage in the posterior basic type. 


(iv) The meningococci are commonly found in the 
centrifugalised deposit, preponderance of intracellular 
organisms indicating a favourable prognosis. 

(v) Recently Megraith (1935)*4 described a_pre- 
cipitin reaction obtained by the intraction of poly- 
valent antimeningococcic serum and_ centrifugalised 
cerebrospinal fluid as a diagnostic test which was 
found reliable in 300 spinal fluid examinations. 


In the same way, cases of group 1 to 3 could 
be diagnosed in a few minutes with monovalent anti- 
serum. 


(vi) Biochemical examination : 


Protein, especially the globulin fraction is marked- 
ly increased and glucose disappears. Lange’s colloid- 
al gold reaction shows meningitic curve. 


Normal pH is about 7-45: it is lowered, may be 
6. The chloride is normally between 0-72 to 0-75 per- 
cent., this lessening being 0.65 to 0-68 per cent. (but 
not as low as in tubercular meningitis where it may 
be 0-5 per cent.). 


(h) Purpurie spots: The smears showed meningo- 
cocci in 12 out of 17 cases in children between the 
ages of 46 days and 7 years (McLean, 1931).*5 


So these, if present, should be carefully investi- 
gated. 

(i) Nasopharyngeal swab: Even positive culture 
is of no diagnostic value, the subject being a carrier 
only. 


ProGNosis 
The actual incidence of milder cases with low 
mortality is yet undetermined. But in assessing 
the prognosis of the moderately severe cases, the 
following points deserve notice : 
(i) The mortality is higher in the epidemic than 
in the sporadic cases, being specially high during the 
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earlier part. 
epidemic. 


This, however, varies from epidemic to 


(ii) It is higher in infants under two years of age 
and also in the old over 50 years. 


(iii) The serum treatment if begun in the first 
24 or 48 hours from the onset in adequate doses most- 
ly directly into the thecal space and repeated every 
8 to 12 hours, substantially lowers the mortality. In 
a group of 1294 serum-treated cases, Flexner (1913)** 
found a mortality of 18-1 per cent. 


(iv) The fulminating and septicemic cases are 
almost invariably fatal. Even in those where the 
onset is not as formidable, early loss of consciousness, 
violent delirium, persistent insomnia, extensive 
hemorrhagic eruptions and cyanosis are unfavourable 
signs. Later in the course, the worst is the develop- 
ment of hydrocephalus (Horder). 


(v) The character of C. 8S. fluid, nearly clear or 
markedly purulent, does not make much difference so 
long as it can be drained well. The presence of a 
large number of intracellular organisms is a favour- 
able sign of immunity response. - * 


(vi) The height of the temperature, character of 
the pulse and respiration or progressive emaciation are 
of uncertain value in assessing the prognosis. Taken 
generally hyperpyrexia, quick pulse with low blood 
pressure and Cheyne-Stoke’s breathing in the early 
stages are unfavourable. 


TREATMENT 


1. Prophylaris—(A) As soon as a case of cerebro- 
spinal fever is found, the public health authorities 
should immediately be informed of it. This helps to 
make the medical profession alert to be on the look 
out for more cases and perform lumbar puncture as 
soon as any suspicion arises. 

The public health authorities also should utilize 
the opportunity by arranging for hospital accommoda- 
tion (consequently segregation) of the expected cases, 
provide facilities to the practitioners for bacteriological 
diagnosis where necessary free or at a nominal cost 
and enforce measures to prevent unnecessary congre- 
gations of a large crowd in a small closed space as in 
big fairs, pilgrimages, theatres and cinemas. 


(B) The contacts should be put on quarantine 
for 7 days and their nasopharynx investigated to find 
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out carriers: if any such are found, they must be 
isolated and treated with antiseptic applications. 


Gargles as 1 in 1000 potassium permanganate 
solution with 1-5 per cent. of sodium sulphate to 
favour penetration (Gordon): 60 grains of each of 
chlorate of potash and phenol or 120 minims each of 
solution of perchloride of iron and glycerin in a pint 
of water are frequently prescribed. Reilly and Coste 
(1928)?* treated 10 carriers with pharyngeal applica- 
tion and nasal instillation of 1 in 250 solution of 
gonacrin (a derivative of acridine yellow) and the 
culture became negative in 2 to 4 days. 


Throat paints as Mandl’s pigment, hexylresorcinol 
solution and various antiseptic throat sprays are 
prescribed. 


(C) The patient should be segregated and prefer- 
ably hospitalised although several successive cases in 
the same household seldom follow. The nurse after 
attending the patient should wash her hands with 
soap and an antiseptic and should preferably wear a 
mask. All other persons should be at least 6 feet 
away. 


All nasopharyngeal excreta should be quickly 
destroyed. Luckily, the organisms are short-lived 
outside the body and the inanimate infected materials 
are of no great danger. 


(D) Personal prophylaxis: This consists of look- 
ing after the general health and avoiding undue 
fatigue and exposure to cold. If contact of a case, 
the nasopharynx should be sprayed with hypertonic 
sodium chloride solution or 1 per cent of iodine in 
liquid paraffin. 

(E) Active immunisation on a large scale was 
carried out by Zrunek and Feierabend*’ in Czecho- 
slovak army (1931) with a vaccine which proved 
ineffective. Terry and Steale (1935)** tested the 
susceptibility of 605 children by intradermal method 
and found 47-1 per cent positive. After administra- 
tion of vaccine, 66-8 per cent of them became nega- 
tive. In India, prophylactic vaccination was tried in 
the Punjab epidemic but this was on a small group 
of cases and no conclusion could be drawn from them. 


2. Curative Treatment—The specific polyvalent 
or univalent antibacterial and also antitoxic sera have 
been largely used in the treatment. But to be effect- 
ive these must be given at the very onset of the 
disease before the toxin is fixed on the nerve tissues 
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and has caused lasting damage or such adhesions have 
already formed in the subarachnoidal space as to make 
protective pockets for the organisms beyond the reach 
of the sera. 


Further, the serum should be administered intra- 
thecally and by cisternal or ventricular puncture suffi- 
ciently frequently and for several days so as to bring 
it in intimate contact with the organisms at the site 
of the disease. In severe septicemic cases, intra- 
venous administration in fairly large doses is also 
necessary. 


On account of limitation of space in the cranium 
and the spinal canal, the more thorough the emptying 
is by the initial puncture, the larger is the quantity of 
the specific serum accommodated. But this is not very 
much at any time and so C. 8. fluid is evacuated 
every 12 or even 6 hours and serum administered. In 
a severe case, this should be done for at least four days 
or till the C. 8. fluid partly clears and then the interval 
is increased. Even with marked improvement, it is 
not safe to stop the serum altogether as it is desirable 
to overwhelm the infective organisms as rapidly as 
possible with a plenty of the specific anti-substance. 


In some cases, the serum provokes meningeal 
reaction which at times may be severe with headache, 
pain and much retraction of the neck for about 8 
hours or more with cloudy spinal fluid. In such cases, 
the meningococci are not present in the smear and 
very few in culture. Further administration of serum 
is stopped, only lumbar puncture being done daily. 


In cases where no fluid is obtained by lumbar 
puncture and the symptoms persist or increase, the 
situation is really serious. One ‘dry’ puncture should 
not discourage because some exudates or bits of 
tissues may be blocking the needle or the fluid too 
thick to flow. A larger and sharper needle should be 
tried at different levels, also lateral and medial punc- 

tures. 


If the fluid would not flow out in any case, pro- 
bably adhesions have formed round the fourth ven- 
tricle and cistern puncture is necessary. 

The ventricular puncture is specially indicated 
where the fluid cannot be otherwise evacuated, the 
fontanelles are increasingly bulging and the child (this 
being usually possible in children only) is getting 
comatose. The evacuation of the fluid is followed by 
administration of the serum. 
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The clinical reports on the administration of serum 

by cistern and ventricle punctures are favourable. In 

fact Traut (1934)? thinks that cistern puncture should 

be the routine even in cases without block, alternat- 
ing with lumbar puncture especially in children. 


Intravenous injection of the antiserum is also 
frequently given and is of special value in meningo- 
coccic septicemia, in 50 to 100 c.c. doses introduced 
slowly, being diluted with normal saline or isotonic 
glucose solution. 

Hoyne (1936)*° thinks that all cases of cerebro- 
spinal fever are bacteriemia and the cerebro-spinal 
space in the secondary site of localisation and early 
intravenous administration of the serum in big doses 
is useful in nearly all cases. 


Specific Sera: (i) Flexner’s polyvalent serum 
is still largely used. Borovsky (1933)! found that the 
average quantity in recovered cases was 188 c.c. 
intrathecally, the largest quantity required being 
645 c.c. and the smallest, 30 ¢.c. Gilmore (1934)* 
took out in all 1182 oz. of the spinal fluid (by several 
punctures) from a boy of 17 and introduced the total 
quantity of 642 c.c. of serum to have complete 
recovery. 


Serum administration should be continued till 
the spinal fluid is clear, cell count below 100 and 
sterile in culture. 


Polyvalent sera prepared locally from strains 
isolated from the cases of the Campbell Hospital were 
not of any special value. 

(ii) Ferry’s antitoxin: Ferry (1933)** prepared an 
antitoxin with a bacteria-free filtrate containing thie 
extra-cellular toxin of the 4 varieties of meningococci. 
This has been found to be of marked curative value 
given intrathecally, 5 to 10 thousand units at a time. 


(iii) Univalent sera of types 1 and 2 have becn 
prepared. Their value is still undetermined. (Allen 
and Hanbury). 


Chemotherapic Agents: P-amino-benzene-s\'!- 
phanomide and its compounds have lately been us:d 
for many bacterial infections, especially by strep!o- 
cocci. These readily enter into the cerebrospinal fluid 
and remain there in a cencentration nearly that in 
the blood (Marshall, Bauer and Branham, 1937).** 
Buffle, Gray and Stephenson (1936)** seem to have 
been the first to employ these against meningococcal 
infection of mice giving a certain degree of protec- 
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tion. Schwentker and others (1937)** treated 11 cases 
in human being with one death. Many observers 
have followed. These, Uleron (Januschke and 
Doppel, 1938)*7 and also M. B. 693, are probably of 
some curative value but not so strikingly as in 
streptococcal, gonococcal and pneumococcal infections. 
Oral dose is 8 to 12 tablets daily for the first 3 or 
4 days and then the dose may be reduced. Care 
should be taken to withhold all suphur-containing 
substances either as drug or food. 


Symptomatic Treatment: (i) Headache and 
insomnia are best relieved by repeated lumbar and 
cisternal puncture. In addition, various sedatives 
even hypodermic injection of morphine may be 
necessary. 

(ii) Urotropine orally 60 grains daily, also in- 
travenously (40 per cent.) 5 c.c.: also trypaflavine in 
2 per cent. solution 5 c.c. intravenously are of some 
value (Priet,** Botzel*® and Michelsen,*® 1930). 

(iii) Washing out the thecal space with a miid 
antiseptic probably does more harm than good (Flex- 
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(iv) In chronic cases, all efforts should be made 
to keep up the nourishment by giving plenty of milk 
with glucose, also eggs. 


If unable to swallow, nasal and rectal feedings 
are necessary. In toxwemic cases, 5 per cent. glucose 
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(v) The eyes require special care so also the 
mouth and. the back to prevent ulcer of the cornea, 
stomatitis and bed sores. 


(vi) Internal hydrocephalus is a serious condition. 
No time should be lost to evacuate the fluid by cis- 
ternal and ventricular puncture. In adult a special 
drill is used for the latter and is safe in skilled hands. 


(vii) During convalescence, plenty of nourishing 
food having high calorific value, massage to the affect- 
ed limbs and change of climate are necessary. 
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MODERN SURGERY AND ITS LIMITATIONS 


K. S. NIGAM, m.p., F.R.C.S.E., D.T.M. 
Professor of Surgery, Medical College, Lucknow 


The present day achievements of surgery would 
not have been possible but for the inestimable boon 
conferred by the epoch-making Senwvicinn made with- 
in the last hundred years: 

1. Foundations of safe anesthesia were laid to 
banish pain. 

2. Conquest of infection fully evolved only in 
the beginning of the present century. 

8. Special forms of therapy introduced e.g. 
chemotherapy, immunotherapy and __ substitution 
therapy, the examples of which are Ehrlich’s organic 
compounds of As. (arsenic) therapy for syphilis or the 
very recent sulphanilamide treatment for infections 
with hemolytic streptococci and possibly other organ- 
isms, the prophylactic and curative use of vaccines 
and sera; and the therapy of endocrine disorders by 
substitutes, or of avitaminosis. 

4. Last, but not the least, is the technical 
improvement of surgical art, guided by the above 
improvements, in making surgery safe for the patient, 
by avoidance of infection with suitable aseptic pre- 
cautions, and also by rendering patients safe for sur- 
gery, by pre-operative preparations in the light of 
advances made in chemotherapy and immunotherapy 
to anticipate and avoid shock, infection or hemorr- 
hage. 

Thus we place surgery on its admittedly high 
modern pedestal—the props being strongly made up 
of auxiliary and ever growing sciences, sciences of 
bacteriology and physiology being most useful. 


The chief aim of surgery can be nothing else but 
service to humanity. The horrors of infection were 
appalling. About 40 per cent. of all amputations ven- 
tured mainly for severe injuries ended in death 
(Erichson, 1874). 

The aseptic surgery has saved more lives than 
the last great world war destroyed. Now the death 
rate from infection in all accident treatments and 
lying-in wards do not exceed 8 per cent. : 

The utilisation of the services of such a humane 
art and science of surgery is best done by proper and 
timely investigations of disease in patients, their 


diagnosis and establishing indications for, and carry- 
ing out the technique of treatment. 

Patients often say that doctors are interested only 
in diagnosis. Their main concern being relief from 


suffering, one understands this mentality. Yet diag- 
nosis is the key stone of the arch; without this, clear 
for treatment 


and indications cannot be 


enunciated. 


In diagnosis the doctor is called upon to exer- 
cise all his critical faculties, his practical experience, 
his wisdom born of years of consideration of similar 
problems, and his powers of clearcut decision. 


Depending on the nature of the malady u ase 
is first investigated by a complete clinical overiaul 
of the body and the routine examination of wrine 
feces and blood or any abnormal excretions like pus. 
According to gravity of the situation a case may at 
this stage be referred to a senior doctor espeviiily 
interested in surgery. Such a doctor may be a sur- 
gical specialist or a consultant. The latter is the 
vanishing type of wise and learned man. The spe- 
cialist can thrive on knowledge, and dexterity of sur- 
gically skilled hands, but a consultant is one with gift 
of surgical wisdom. 

Surgery does not, like medicine, look upon diig- 
nosis as the chief expression of its art, nor like neuro- 
logy as an end in itself, but rather as a means to an 
end. 


A correct decision about the cause and pathology 
of a symptom-complex in surgery is of far-reaching 
importance. Here decision is more important tian 
correctness. Because very often in surgery treatment 
must be immediate. Further the surgeon is faced 
with another important consideration, viz., ‘‘which 
of the possible alternatives in diagnosis is the most 
urgent and the most dangerous’’. 

That this is of prime importance is proved by 
consideration of common surgical emergencies in our 
midst. 

The exact time of onset, the chronological appe:r- 
ance and sequence of clinical features present deter- 
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mine the important decision ‘‘to what extent is the 
trouble likely to assume a more serious form in the 
next 24 hours; can the case be left at his house or 
must he be admitted into the hospital ?’’ 


Two main classes of conditions frequently de- 
mand the exercise of clinician’s judgment. One be- 
longs to the acute or subacute inflammatory group 
of diseases, and the other is characterised by mechani- 
cal obstruction to some channel or duct. The first 
is exemplified by acute or subacute appendicitis and 
the second group by intestinal mechanical obstruction. 


It is not our purpose to discuss the differential 
diagnosis here. Rectal examination can hardly be 
over emphasised. There may be no guarding of mus- 
cles, no right-iliac-fossa-tenderness and no leucocyto- 
sis, yet there may be pelvic appendicitis betrayed 
subsequently by rising pulse rate and general deterio- 
ration of health, with perhaps appearance of a large 
abscess in the abdomen or unfortunately general peri- 
tonitis. The point made out here is that of all other 
methods of investigation we can ill afford to neglect 
rectal examination. 


In adults inflammatory lesions may require to be 
‘distinguished from other upsets of mechanical cate- 
gory e.g. food poisoning and impaction of feces in 
the cw#cum during constipation or in children from 
pneumococcal peritonitis or perhaps tuberculous 
mesenteric glands. 


A surgeon has further to exercise his clinical sense 
or skill to decide for or against operation inde- 
pendent of the intellectual process of reasoning. This 
is based on accumulated experience of similar cases 
in the same stratum of society to which the patient 
belongs depending on the intelligence of relations (as 
expert nursing of private cases except perhaps in big 
towns in India is not available at present). The cule 
of wisdom is to advise early appendicectomy, as ex- 
pectant treatment is only safe in a hospital or in an 
identical place, if reasonable suspicion of appendici- 
tis exists. 


Similar considerations guide the management 
of cases suspected of early intestinal obstruction. 
Here abdomenal colic, persistent vomiting and abso- 
lute constipation dominate the clinical picture. One 
has to exclude intestinal colic due to irritants in the 
shape of objectionable food or drugs or colic in some 
hollow viscus like the gall bladder or the ureter. 


A wise surgeon always examines the vomited 
matter and the result of enema himself, is not de- 
ceived by the expulsion of fecal matter lying in bowel 
below the seat of obstruction but insists on early 
operation as soon as signs of absolute constipation 
and rising pulse rate warrant it. In our midst such 
cases usually reach us with gangrene in the bowel 
and the thrombosis in the vessels of the mensentery 
setting in. Such a state of affairs demand improve- 
ment. Surgical conditions demanding mechanical 
treatment in the organs of locomotion mainly con- 
sist of traumatic and infective conditions. Every 
advantage is secured by early correction of any de- 
formity present and thereafter keeping a watch while 
rest to the affected tissue is insured. 


As soon as traumatic shock permits fractures 
should be set and wounds sterilised. Within 6 to 8 
hours of the injury is the optimum time. Treatment 
of cases of burns with tannic acid within an hour of 
the accident is the best policy. 

Cases of neoplasms drift to quack remedies and 
ailments of children, like tuberculous arthritis are re- 
legated to the care of necromancer. These produce 
serious handicaps to the surgeon, when they reach 
him belated. Our views may be drastic but if they 
are correct they may be accepted. 


We are, however, treating patients and not 
diseases. We may be forced to adopt belated tactics 
though not with brilliant success, yet to be content, 
with amelioration of a patient’s condition by removing 
a fungating cancer of the breast, or short circuiting 
the bowel for inoperable cancer colon as our clients con- 
sider colostomy worse than death. We have very fre- 
quently, much against our will, to compromise against 
technical and real limitations of surgery. The pub- 
lic have to be educated on the limitations of surgery 
as hopelessly delayed cases of surgical complications 
swarm the hospitals in India. 


To a surgeon, whether a practitioner, specialist 
or consultant, his profession is his life and expression 
of his humanity. It is not only his science and art 
but is also his religion. This last gives us faith which 
inspires us and our patients to face even the limita- 
tions calmly. ‘‘More things can be wrought by prayer 
than this world dreams of.’’* 


*Paper read at the Scientific Section of the XV All- 
India Medical Conference, Meerut. 
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RUPTURE OF THE UTERUS 


P. V. VENKATASWAMI, .p. 
Government Hospital for Women and Children, Madras. 


The main purpose of this paper is to present the 
salient clinical features and the management of this 
dreaded complication in obstetrics. 


INCIDENCE 


The incidence of rupture is comparatively infre- 
quent, the number of cases of rupture noted being 
44 in seven years out of a total of 22,062 deliveries 
excluding abortions, i.e., 1 in about 500, in the 
Government Hospital for Women and Children, 
Egmore, Madras, most of them being brought in, the 
rupture having occurred outside. In general prac- 
tice, the incidence is certainly very much less as 
most of these cases find their way into the big insti- 
tutions. 


AETIOLOGY 


Though rupture may occur from a variety of 
causes ranging from no apparent cause to an actual 
trauma direct on the abdomen or of an internal mani- 
pulation or the yielding of a weak spot on the uterine 
wall, the result of a badly executed uterine curettage, 
I shall take up the common etiological factors. It 
needs no emphasis from me that malpresentations, 
the shoulder and the brow presentations in particular, 
by presenting insurmountable obstruction to delivery, 
constitute a fruitful source of rupture of the uterus. 
Another cause is a neglected or undiagnosed case of 
hydrocephalus. Quite a frequent exciting cause is un- 
. doubtedly the injudicious administration of pituitary 
extract. The drug is certainly a boon in obstetric 
practice but only when exhibited under proper indi- 
cations and in proper dosage. Indiscriminately given, 
it induces serious anomalies of uterine action, the 
worst form of which is beyond question, the rupture. 
Considerable experience and great caution are need- 
ed in choosing a suitable case for pituitrin therapy. 
Prolonged labour cases, particularly those incidental 
to persistent occipito-posterior positions are unsuit- 
ed for the injection of pituitrin. In any case, after 


pituitrin administration done for quick delivery, if 
expulsion of the child does not occur in 10 or 15 
minutes, it is of paramount importance to help out 
with forceps, provided, of course, the necessary condi- 
tions are satisfied for such a procedure. It is unior- 
tunately true that there are many amongst us whose 
only knowledge about the pituitary extract is that it 
augments uterine contractions and nothing more; so 
that we often meet with cases where this potent thera- 
peutic agent has been administered in its maximum 
dosage with the cervix only two-fifths dilated, in 
cases with the head floating and in cases where the 
head is jammed in occipito-posterior positions. 


Another common cause is the operation of inter- 
nal podalic version undertaken for wrong indications. 
There is no more gratifying operation than a success- 
ful internal podalic version and extraction by which 
an apparently hopeless case, where the woman has 
been in a tedious labour and the head is making no 
attempt to engage, is rendered innocuous; per contra, 
there is no more difficult and dangerous operation 
when the uterus is tonically contracted and the lower 
segment is perilously thinned out. This excellent 
operation has unfortunately been the cause of rupture 
in rough and unskilled hands. 


It must, however, be admitted that in quite an 
appreciable number of cases, no etiological factor is 
discernible. In some cases, rupture has occurred 
within a few hours of the onset of labour, there being 
no disproportion with the presentation favourable. A 
possible explanation may be found in an inherent 
weakness in a particular area of the uterine wall or 
in a sudden tearing expansion of the lower uterine 
segment as in a precipitate labour. 

A word about rupture of the uterus due to yie!d- 
ing of the scar of a previous Cesarean section: We 
have had quite a large number of ‘‘previous Cesarean” 
cases. Except in cases of marked disproportion, they 
have been given trial labour with very satisfactory 
terminations, many of them ending in natural deli- 


JOURNAL 
I. M. A. 


veries and some necessitating interference such as 
forceps application, only a few of them requiring 
“repeat Cesarean,’’ so then, the old teaching that 
“once Cesarean, always Cesarean’’ is being almost 
forgotten and it is well that it is so. Many cases have 
been observed during pregnancy in the ante-natal 
ward and during labour; not a single case, have I 
seen of spontaneous rupture of a scar, in spite of 
the greater incidence of wound infections in the tro- 
pics. I am convinced that the extensive, almost 
exclusive use of silk as the suture material and the 
correct co-aptation of the cut-surfaces of the uterine 
wall, the two essentials emphasized and popularised 
by Dr. A. Lakshmanaswami Mudaliar, are chiefly in- 
strumental for this obvious immunity against rupture 
of a Cesarean scar, about which one finds alarming 
reports in the literature. 


Sians AND SyMPToMS 

The classical signs and symptoms usually attri- 
buted to rupture, namely, the picture of a threatened 
rupture culminating, at the acme of a pain, in agonis- 
ing rending pain, the patient shrieking out, saying 
that something has given way inside her, followed 
by the disappearance of the pains and by a temporary 
relief to be soon overtaken by signs and symptoms of 
shock and collapse, are all unfortunately wanting in 
the majority of cases. There are instances where a 
patient has walked into the hospital with her uterus 
ruptured. An occasional case has been noted on the 
operation table during the course of a Czsarean sec- 
tion and many a case has been recognised only at 
autopsy, the rupture not even suspected before death. 


In this connection, I may be permitted to state 
that some cases at least of the so-called obstetric 
shock are in reality, cases of uterine rupture with the 
attendant signs and symptoms of shock. 


I would like to mention two signs, the import of 
which is not sufficiently realised. 


1. Recession of the presenting part: This is 
of considerable importance though I have noted this 
oceurring also with contraction rings and in deep 
anesthesia cases. 

When a head which was once seen well fixed 
recedes and becomes mobile whether during labour 
or during any manipulation such as a vaginal examina- 
tion or forceps application, the possibility of rupture 
of uterus must at once occur. to the obstetrician. 


RUPTURE OF THE UTERUS 
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2. A sudden gush of bright red blood, from the 
uterus, more or less in quantity, during a vaginal- 
route-delivery such as forceps or internal podalic 
version, is also to be looked upon with suspicion. This 
phenomenon may, however, be due to premature 
separation of the placenta. 


DiaGnosis 


Diagnosis is usually easy when the fetus has 
escaped through the rent and the foetal parts are felt 
with surprising ease directly under the abdominal 
wall, while in small ruptures and in incomplete ones, 
the real nature of the case may be missed altogether. 
Concealed accidental hemorrhage, advanced ectopic 
gestation and acute abdominal conditions complicating 
pregnancy and labour have all to be considered in the 
differential diagnosis. 


PrRoGNosIs 


Rupture of uterus is easily the worst and the 
most formidable of disasters that a parturient woman 
is subject to. It is attended with an exceedingly 
high maternal mortality rate and the foetus almost 
always perishes. When rupture occurs, a compara- 
tively simple case, with a live child and well mother, 
is at once transformed into one of very serious con- 
cern and great anxiety. Foetus very soon dies and 
the mother is moribund. We lost 385 out of 44 
mothers, nearly 80 per cent. mortality (maternal). 


TREATMENT 


When one realises this sudden transition to very 
grave risks the moment rupture occurs, it is obvious 
that prophylaxis, more than anywhere else, plays 
the main role in the treatment of this condition. 
Efficient and careful antenatal supervision, skilful 
and intelligent management of labour with particular 
reference to detection of malpresentations and mal- 
positions, their early rectification and _ exercise 
of the utmost gentleness during the manipulations in 
delivery, do all go a long way towards the prevention 
of this catastrophe. 


It is, however, a sad truth, that in India, a vast 
country of distances, essentially of villages, in a de- 
plorably low economic level and hygienic state with no 
scientific attendance at childbirth except in a few 
cases, rupture of uterus is bound to be with us in 
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plenty for years to come and an efficient maternity 
service must long remain a distant dream. 


As for the curative aspect, there have always 
existed two modes of treatment, one, the radical 
operative treatment and the other, plugging of the 
uterus, a conservative procedure. In any case, it is 
imperative to combat shock from the very commence- 
ment since it is shock that is responsible for two out 
of every three fatalities. ; 


There is no doubt that it is wiser to perform a 
laparotomy when the child has in its entirety or in 
greater part escaped through the rent or when there 
is free internal bleeding or when for any reason vagi- 
nal mode of delivery is contra-indicated, for example, 
severe grades of disproportion. After getting into 
the abdomen, the repair of the rent in preference to 
a hysterectomy has been strongly advocated by some. 
But in view of the unsatisfactory closure and union 
of the ragged margins of a uterine tear and the re- 
sultant weak scar and also in view of the greater 
tendency for uterine atony and hemorrhage in these 
eases during the operation or post-operatively, its 
utility is questionable except in very rare circum- 
stances such as in primigravide. It has been claimed 
that there is less shock associated with the suturing 
up of the rent but I do not think that a rapid sub- 
total hysterectomy inflicts trauma or leads to blood 
loss any more than messing about a ragged wound. 
Institution of effective drainage in suspect or septic 
cases is an absolute necessity. 


On the other hand, in small tears, in incomplete 
tears and also when facilities are lacking for a laparo- 
tomy, e.g., in an out-of-the-way village, the conserva- 
tive method of plugging is the best. Small tears and 
incomplete tears respond to the two lines of treatment 
satisfactorily to the same degree but if one were to 
take into consideration the bad cases, while some of 
them can be saved by plugging, practically every 
one of them will be lost if subjected to laparotomy. 
When rupture is recognised before the expulsion of 
the child, it is necessary to deliver the child first 
with the least amount of force necessary, before 
undertaking the plugging. 


The plug treatment is carried out as follows :— 
The patient is anesthetised, the child and the placen- 
ta delivered if that has not already been accomplished 
and the rent in the uterus located. If any loops of 
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gut are prolapsed, they are cleansed with warm saline 
and carefully reduced into the peritoneal cavity. A 
big roller of antiseptic gauze (acriflavine, iodoform or 
glycerine may be used for the purpose) is plugged 
against the rent and into the uterine cavity in a 
systematic manner to facilitate subsequent removal. 
The plug has to be tight in cases where there is bleed- 
ing; otherwise it is best packed loose. The plug acts 
in many ways: It reduces bleeding from the rent as 
well as from the uterine cavity, prevents the escape 
of abdominal contents through the rent, induces uter- 
ine contractions thus bringing the edges together 
and also favours drainage. Injections of pituitary 
extract 4 c.c. six hourly or large doses of ergot also 
help in the apposition of the edges and healing. 
Sponge-holding forceps for the lips of the cervix and 
a vaginal speculum are of considerable aid in this 
procedure. The plug is removed in pieces at 2 or 3 
sittings at intervals of 24 hours. Fowler’s position, 
stimulants, nutritious diet and attention to the uterine 
and peritoneal sepsis on the usual conservative lines 
and good nursing are the necessary adjuvants during 
the convalescence which is usually very | protracted 
with painful slow progress. 


I have dealt with ‘‘the plug’’ treatment rather 
in detail because it is a method which is simple in 
execution, can be adopted by the humblest of practi- 
tioners in any place, with minimum assistance and 
paraphernalia and is fortunately attended with much 
better results than the spectacular abdominal opera- 
tion can ever offer, at least as far as our women are 
concerned. It will interest you to know that out of 
the 44 cases, 9 cases either died before delivery or 
were diagnosed only post-mortem. Of the remain- 
ing 35, 7 cases were subjected to a hysterectomy with 
only one surviving to tell the tale whereas of the 28 
who had the benefit of this plugging treatment, eight 
lived. Even the solitary survival, amongst the opera- 
ted cases was, I think, due to the favourable circums- 
tance that the rupture actually occurred during a 
difficult forceps and craniotomy for a contraction. ring, 
the rupture was at once diagnosed and laparotomy 
performed while the patient was still in a decent 
condition.* 


*Read at the Scientific Section of the XIV All-India 
Medical Conference, Madras. ~ 
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DISCUSSION 


Dr. Kapur (Lahore)—He considered that stress 
need not be laid on the use of pituitrin because the 
practitioner’s help was very rarely availed of in the 
Punjab, particularly in the rural areas. He stated 
that he was pleased to hear that they had been doing 
podalic versions in Egmore Hospital. 


As for the ligature material he considered it was 
curious that results with silk were so very good. 


Dr. Lazarus thought that rupture of uterus was 
more common in her hospital (Government Victoria 
Caste and Gosha Hospital, Madras) than in the Eg- 
more Hospital for Women and Children. She cited 
the instance of six cases of ruptured uterus within 
four months last year. In nine cases in two years, 
she lost only one case where she had done marsupia- 
lization of the uterus and the rest were saved by abdo- 
minal operation. She advocated the suturing of the 
incision and she considered that this conservative 
treatment of the uterus gave good results in her hand. 
She advised the plugging of the uterus with acriflavine 
and glycerine gauze before suturing up the rent. 


Dr. KamatamMa said that out of the four cases 
of rupture of the uterus treated in her hospital by 
laparotomy she observed 50% mortality. 


Dr. Buavanr Rao said that rupture of the uterus 
was frequently encountered in the moffussil. More 
often the patient is brought in a moribund condition 
and very little can be done for her. He gave details 
about a very bad case of ruptured uterus which occur- 
red when the woman was cutting her firewood. 
Though the patient was in a very bad condition and 
he considered that there was no hope he opened her 
abdomen and did sub-total hysterectomy and after 
a stormy convalescence the patient came round and 
went home. 


Dr. CHANDRASEKHARAN cited three cases which 
were lost when the operative line of treatment was 
adopted. 

Dr. A. Mupaiar stated that 
rupture of the uterus during operative procedures, 
like forceps and craniotomy was comparatively com- 
mon. As for the rupture of the Cesarean section 
scar, he had not come across a single case of a scar 
rupture in nearly about 1000 Cesarean sections done 
in the Government Hospital for Women and Children, 
Madras, within his experience. He commended the 
conservative plugging line of treatment to the medi- 
cal practitioners of the moffussil, as stressed by Dr. 
Venkataswami because in most of the cases the 
patient’s general condition was bad and the method 
suitable under the conditions in which these practi- 
tioners worked, though the complications such as 
shock and collapse, peritonism, septic complications 
and true surgical secondary hemorrhage sometimes 
were met with. 


Dr. VENKATASWAMI (closing).—He said that his 
idea was really to find out from the practitioners as- 
sembled, how exactly the two lines of treatment, 
namely, the conservative and the operative, stood 
with regard to the results, in the experience of tlie 
individual members. Dr. Lazarus’ results were good 
with the operative treatment. With the others the 
treatment had yielded bad results. Plugging was 
particularly dealt with in detail because it is still the 
easiest and the safest course for a private practi!ioncr 
to adopt in these cases and cited once again the re- 
sult in his own hospital; only one saved by the opera- 
tive treatment out of the 7 while 8 of the 28 cases 
in which plugging was resorted to had gone out well. 
He, therefore, strongly urged the claims of ‘plugging’ 
for the moffussil practitioners. 
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CONTINUOUSLY EVACUATED EXTRA HIGH VOLTAGE X-RAY TUBES FOR DEEP THERAPY 
Recent Advances in the Treatment of Malignant Disease 


In reply to a recent deputation, the British 
Minister of Health (Mr. Eliot), expressed the hope 
that modern X-ray apparatus should be available for 
all cancer patients, requiring it. Modern methods of 
irradiation by means of extra high voltage X-ray 
tubes, have been proved by experience to possess 
certain definite advantages over both radium and 
older methods of X-ray therapy. The Medical 
Research Council in England (vide Report for 1937- 
38) have instituted a comparative study of the relative 
values of radium beam therapy and of extra high 
voltage X-rays in the treatment of cancer. A million 
volt plant is already in use at St. Bartholomew’s 
Hospital in London, and Holt Radium Institute at 
Manchester has also been provided with another 
super-voltage apparatus. 


The University Clinic of Gynecology at the 
Charite in Berlin, was the first institution on the 
continent in 1930, to use for the treatment of carci- 
noma, X-ray radiations generated at a substantially 
higher tension than has been customary.? 

Among the many advantages of this new method 
of treatment, Professor E. von Schubert? of Berlin 
laid particular emphasis on the structural simplicity 
of the apparatus and on economy in comparison with 
radium. In the United States of America the first 


1. Fifth International Congress of Radiology Chicago, 
September, 1938. 
2. Strahlentherapie 42, 1931 and 51, 1934. 


tube for use in experimental X-ray work at potentials 
in excess of 300 kV.* was constructed in 1928. 


We would like to refer to a timely contribution 
on this subject in the March issue of the Journal by 
Mr. B. B. Ray, Dr. P. N. Ray and Dr. G. Galstaun.* 
It is deserving of careful attention by the authorities 
in charge of health and medical departments in the 
different provinces of India. In the world-wide 
crusade against cancer, India is expected to take its 
legitimate place. There is sufficient evidence to 
indicate that the newer method of super-voltage deep 


‘X-ray therapy is destined to supplant radium in a 


great measure if not completely. With the talent 
which is available in India’s physical laboratories and 
with the active co-operation of medical men and 
X-ray engineers, there is no reason why the country 
should not make an effective contribution. It is only 
by concerted efforts and by formulation of a compre- 
hensive scheme with a clear view to future develop- 
ment that an up-to-date X-ray Institute can be built 
up with possibilities for further expansion, commen- 
surate with the vastness of India’s needs. It is a 
matter to be deplored that there is not a single 
apparatus in India, employing continuously evacuated 
extra high voltage X-ray tubes for the treatment of 
malignant disease. 


3. C. C. Lauritsen, Radiology 31, 1938. 
4. Jl. Ind. Med. Assoc., 8, 1939. 
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COUNTER-SIGNATURE OF MEDICAL CERTIFICATES 


We make no apology for reverting once more to: 


the subject of counter-signature of medical certificates 
and drawing the attention of members to the proceed- 
ings of the Bombay Medical Council published else- 
where in this issue in which the following reply of the 
Government came in for consideration :—‘‘medical 
certificates granted by registered medical practiticners 
recommending leave to Government servants are 
ordinarily accepted by Government and the heads of 
Government offices in this province provided that the 
certificates are in the form prescribed by Government. 
It is only in special cases where an excessive amount 
of leave is recommended, or where the head of the 
office has special reasons that the right of calling for 
a second medical opinion from the Presidency Sur- 
geon or the Civil Surgeon is exercised’. And it was 
resolved that the Government be requested to inform 


the officers to whom medical certificates are referred — 


that they should comply with the following rule which 
oceurs in the Code of Medical Ethics: 

** When it becomes the duty of a practitioner 
occupying an official position to see and report upon 
a case of illness or injury, he should communicate 
with the practitioner in attendance, so as to give him 
the option of being present. The practitioner seeing 
the case officially should scrupulously avoid interfer- 
ference with, or remarks upon, the treatment or diag- 
nosis that has been adopted.’’ This, we think, is a 
very sensible course and we hope that not only the 
Government of Bombay but all Provincial Govern- 
ments will fall in line with the suggestions made by 
the Bombay Medical Council. We again urge upon 
and request the other Provincial Governments to see 
that the certificates of registered medical practitioners 
are ordinarily accepted as in the Punjab and Bombay. 


INDIAN INCOME-TAX AMENDMENT ACT 


We publish elsewhere a copy of the memorandum 
submitted by the Indian Medical Association in con- 
nection with the Income Tax Amendment Bill of 1938 
which has since been passed into law as well as the 
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report of an interview given by Mr. D. P. Khaitan to 
a representative of the Association regarding the 
nature of the Act in so far as it affects the medical 
profession. We are indeed very grateful to 
Mr. Khaitan who has very kindly agreed to act on 
behalf of the Association and pressed for the accept- 
ance of the suggestions made in the memorandum 
before the members of the Select Committee on the 
Bill. The Association expresses its deep sense of 
gratitude to Mr. Khaitan for his able advocacy on 
their behalf. The memorandum submitted by the 
Association raised four distinct issues. The first, on 
the question of allowances regarding earned income, 
personal allowance in respect of married and un- 
married persons, children’s allowance and allowance 
in respect of dependents: The second, on legitimate 
business expenses; the third on depreciations and the 
fourth on the constitution of an Advisory Committee. 


While the suggestions regarding personal allow- 
ance, children’s, dependents’, married and unmarried 
persons’ allowances and that regarding the formation 
of an Advisory Committee have not been accepted, 
most of the other suggestions regarding the deduction 
of legitimate business expenses have been embodied 
in the Act, as will be found from the interview given 
by Mr. Khaitan. With regard to depreciations, 
Mr. Khaitan’s statement will show that the word 
‘‘plant’’ has been defined to include vehicles, books, 
scientific apparatus and surgical equipments for 
professional purposes. Thus, depreciation will be 
allowed on these things. Further depreciated value 
of the same things when discarded will also be 
allowed. This is a significant gain to the profession. 
It has been further suggested by Mr. Khaitan that 
the Indian Medical Association should make out a 
proper case to the Government regarding the rate of 
depreciation of medical books until these books are 
discarded when full value thereof will be allowed to be 
written off from the profits. The Central Council 
invites suggestions from the branches as well as from 
members of the Association on this subject. It is, 
however, requested that all communications be sent 
at an early date to the Hony. General Secretary. 
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CASE NOTES 


THE ACTION OF COBRA-TOXYL ON THE NERYE PAIN OF LEPROSY 


SARASI LAL SARKAR, s.a., L.M.s., 
Civil Surgeon (Retired), 
AND 
BENI MADHAB BHATTACHARYYA 


Medical Officer, Ray Kumari Leper Asylum, Deoghar. 


Cobra venom has been used with some success for 
the relief of nerve pain in leprosy. Junior (1935) 
reported a favourable result in 30 cases of mixed 
leprosy who were suffering from pain in nerves and 
joints. His procedure was to inject under the skin 
0-1 mg. of crotalus anavenin daily in or near the pain- 
ful region. In one severe case two injections per 
day were given. Relief may be obtained in 6 to 8 
days; he gave about 8 to 10 injections. Most of the 
patients were free from pain when seen 1 to 8 months 
later. Some cases had a slight recurrence but it was 
controlled by further injections. Of the 80 patients 
thus treated, 14 had excellent results, 14 reported 
marked relief and 2 were failures. 


Cobra-toxyl used in our experiments is a colloidal 
suspension of cobra-venom, freed from hemorrhagin, 
hemolysin, and pathogenic microbes. (Bhattacharjee : 
Bathgate & Co., Calcutta). Regarding the action of 
the drug, it is generally believed that it causes dis- 
appearance of pain and putrid odour in cancer cases 
and arrests the progress of the disease. In all other 
cases, it stops the pain and by its action on the 
nervous system tends to bring beneficial results. 


Another variety of injectable cobra venom has 
been prepared in the Pharmacological Department of 
the School of Tropical Medicine, Calcutta. 


Owing to the kindness of the manufacturers of 
cobra-toxyl, we had an opportunity of testing its 
action in Ray Kumari Leper Asylum, Deoghar. 


The dosage of the venom prepared in the 
Pharmacological Department of the School of 
Tropical Medicine consists of one to ten mouse-units 
which are injected twice or thrice weekly. But the 
dose of Bhattacharjee’s cobra-toxyl begins from. 5 
mouse-units. He recommends that the initial dose 
should not be less than 5 mouse-units because any 


dose inferior to 5 mouse-units is of no therapeutic 
value. 


The venom prepared by the School of Tropical 
Medicine is injected intramuscularly, but it has been 
objected by Bhattacherjee that intrarauscular  injec- 
tion is not advisable owing to its properties of vaso- 
constriction and nondiffusibility. Intradermal injec- 
tion has, therefore, been recommended. Welch and 
Erving (1893) pointed out that snake venom has the 
property of annihilating the bactericidal power of 
blood. Flexner and Noguchi (1902) also confirmed 
these findings. 


Case Notes 


Case 1. S. S., male, aged 45 years, duration of 
disease nearly 6 years. Left ulnar nerve considerably 
thickened just below the elbow with pain in the hand 
and forearm. The fingers of the affected hand are 
swollen. There is one small anesthetic patch above 
the wrist joint on the affected side. A few nodules 
are also present on the face and body. 


He is N. C. case. The injections were made at 
an interval of 3 or 4 days. 1st and 2nd injections— 
5 M. U.: Pain little less after 1st injection. 3rd 
injection: 10 M. U. No further improvement. Ile 
felt a sensation of intoxication after a few hours of 
the injection, but it passed off in a short time. 4th, 
5th and 6th injections: 5 M. U. Slight diminution 
of pain. 

Remarks—10 M. U. produced intoxication and 
did not suit the patient. It appears that 5 M. U. 
doses somewhat diminished his pain. 

Case 2. A female aged 55 years, duration of 
disease 30 years. This patient had _ extensive 
anesthesia over both upper and lower extremeties, 
contraction of fingers of both hands, general emacia- 
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tion and wasting of muscles of hands and legs. Pain 
was troublesome, especially at night; there was also 
burning sensation in the extremeties. She is a burnt 
up case N,. First 3 injections—5 M. U. each: no 
improvment. Fourth, fifth and sixth injections—10 
M. U. each: some improvement but no change in 
burning sensation. 

Remarks—In this case there is no improvement 
with 5 M. U. injections, but some improvement with 
10 M. U. injections. 


Cuse 3. M., male, aged 30 years, duration of 
disease 2 years. He had extensive anesthesia of 
extremeties and nerve pain in the extremeties; a few 
epigmented scattered anesthetic patches were also 
present. 3 injections—5 M. U. on alternate hands, 
on the whole, but no marked diminution of pain was 
noticed. 

As the patient left the hospital, the treatment 
could not be continued. 

Case 4. J. A., male, aged 40 years, duration of 
disease 2 years. Extensivs anesthesia of upper and 
lower extremities and troublesome pain in the extre- 
mities. He is a N, case. 


1st injection of 5 M. U. Pain disappeared in the 
injected hand, though remained in the other hand and 
the lower extremities. 2nd injection of 5 M. U. given 
in the other hand. Pain disappeared in the injected 
hand. 8rd injection 10 M. U. given in the left gluteal 


A CASE OF INSANITY DURING ATEBRIN THERAPY 
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region. Pain in this lower extremity, disappeared; 
4th injection 10 M. U. given in the right gluteal 
region; pain in this lower extremity disappeared 
excepting in the lower part of the leg. 

Further injections could not be given as he left 
the hospital. 

Remarks—This is the only case in which there 
was some definite diminution of pain. One fact 
worthy of notice in this last case, is that the pain in 
the nerves of the region in the neighbourhood of the 
place of injection is diminished, the nerve pains in the 
distant regions generally remain unaffected. 


CoNCLUSION 


1. The number of cases dealt with in this paper 
is only 4, two of whom left the hospital before full 
treatment. Thus the number of cases is very small 
to furnish materials for a proper scientific conclusion. 

2. The different varieties of pains in leprosy 
have not yet been clinically studied and classified 
scientifically. We would offer a plea for further 
investigations.* 
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* Read at the Bengal Provincial Conference, Calcutta, 1937. 


SACHIMOHAN MUKHERJEE, s.z., 
Calcutta 


A Hindu male of about 24 years of age came to 
iny chamber on 19-11-38 complaining malaise and 
headache in the afternoon for about a week. 


The patient was of average height and muscula- 
ture, not looking very ill. Temperature 102-4°F. 
Spleen not palpable. Liver enlarged to } inch. below 
the costal margin. Other systems—nothing particular. 
Family history—no case of insanity in the family. 


He was given an initial dose of purgative followed 
by a quinine mixture containing 6 grains of quinine 
sulphate per dose thrice daily. The temperature was 
only slightly influenced. It ranged between 98-4°F. 
to 99°F: in the morning and 100-4°F. to 101°F. in the 
evening. After 6 days of quinine therapy he was 
put on to Atebrin. One tabloid Atebrin was given 
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thrice daily. On the afternoon of the 4th day of 
Atebrin medication, i.e., after the 12th tablet of 
Atebrin he suddenly developed symptoms of acute 
maniacal insanity. 

Next morning his temperature was 99°F. Blood 
was examined with the following results: 

R.B.C.—4,120,000 per cmm.; W.B.C.—5,312 
per c.mm.; Polymorphonuclear Neutrophils—33 per 
cent.; Lymphocytes—62 per cent.; Monocytes—5 
per cent.; Eosinophils—nil; Malarial Parasites—Not 
found. Widal test—negative. Aldehyde and Chopra 
tests—Negative; Blood Culture for Leishman Dono- 
van bodies—no growth. 


Atebrin was stopped. He was put on to alkali 
mixture with sedatives. 
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became violent and maniacal. He was examined by 


3 other doctors including Dr. Ajit Kumar Roy 
Chaudhuri, all of whom thought the cause of insanity 


to be Atebrin. 


CASE NOTES 


The symptoms of insanity did not abate. He 


After over 34 weeks the patient is now slightly 
better. Temperature has come down to normal. He 
is still very irritable and maniacal although sometimes 
he speaks sensibly.* 


*The onset of mental derangement may be regarded as an unwelcome coincidence. No causal relationship has 


been proved. Ed., J. I. M. A. 


THERAPEUTIC USE OF LECITHIN—REPORT OF A FEW CASES 


BENOY SINHA, m.s. 
Calcutta 


Lecithins are present in all animal and vegetable 
cells and accompany the fat. They are intimately 
associated with life processes. Lecithin has the 
composition and properties of a fat, but contains in 
addition phosphoric acid and choline, or other bases. 

For therapeutic purposes lecithin should be ad- 
ministered by injection. Any commercial preparation 
of liquid lecithin having a transparent look contains 
little of the substance as lecithin is insoluble in water. 

Lecithin plays no doubt an important role in a 
cell life, affecting its growth, its metabolic processes 
and function. In conditions of impaired nutrition 
where the phosphorus reserve has been run down, 
lecithin restores the phosphorus reserve and improves 
digestion. Where a patient is ill-nourished or getting 
wasted through a disease, e.g., tuberculosis, or in 
anemias, increase in weight and improvement of 
blood picture are obtained by the administration of 
lecithin. In diseases of nerves, bones, in rickets and 
in angmias use of lecithin is justified. In these condi- 
tions lecithin has been tried with beneficial results by 
numerous workers. Carnot (1911) has reviewed the 
earlier literature on the subject. In case of inanition, 
rickets, and in malnutrition injection of lecithin will 
accelerate the gain in weight. ij 

Two interesting case reports of fattening effect by 
lecithin combined with insulin may be cited here. 

Case 1. A Jewish girl, aged 19, extremely thin, 
‘poor in appetite, weight 5 stones 3 lbs. Her develop- 
ment is otherwise normal. 

After a full course of 40 injections of Helpin (a 
patent preparation of lecithin) combined with 10 units 
of insulin, the patient’s weight became 6 stones 
8 Ibs. She is still under observation and she is still 
slowly picking up weight without further treatment. 

Case 2. A married Anglo-Indian girl, aged 22, 
extremely thin, her weight being all along below 6 
stones. After a childbirth she lost two pounds more. 
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A course of 30 injections of lecithin along witli 
20 units of insulin was given. She has gained weiglit 
up to 6 stones. 

Case 3. An Anglo-Indian girl, aged 18, appar- 
ently healthy. Complaints: Awful dreams in the 
night, disturbed sleep, slow in movements, moody, 
slow in answers, fond of loneliness, photophobia. 
Occasional suffering from delusion, headache, pain 
in the eyes, irregular and painful scanty menstrua- 
tion. A case of psychoneurosis. 

Administration of Helpin combined with Theelin 
has done considerable improvement to her condi- 
tion. 

Case 4. A Bengalee male aged 20, constant 
pain in the spine. Temperature was varying betweeu 
99 and 100-4°F., general run down condition. X-ray 
report showed a lesion between the 11th and 12th 
vertebre. A case of caries spine. 


Along with other surgical treatments Helpin was 
administered and after a course of 45 injections the 
patient was asked to take rest at home and take 
nutritious food. For the present all the symptoms 
have disappeared, and the patient is keeping good 
health. 

Case 5. A young lady, mother of two children, 
anemic, general wasting, anorexia, slow rise of tem- 
perature and hacking cough. X-ray confirmed infil- 
tration in the apex of the right lung. A case o! 
pulmonary tuberculosis. 

Lecithin was administered along with calcium 
and her symptoms were relieved. 

Lecithin can be injected along with calcium or 
liver extract, if necessary, as there are clinical reports 
to show that the action of calcium or liver extract is 
distinctly augmented by the presence of lecithin. 

REFERENCE 

Carnot P. (1911). Opotherapie. J. B. Bailliere and 
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MEDICINE 


Coronary THRomBosis AMONG WomEN 


Baker and Willins ( American Journal of Medical 
Science, December, 1938, page 815) in reporting on 
the analysis of 100 cases of coronary thrombosis in 
women observe that it occurs considerably later in 
life in women, the average age of occurrence being 
63. 54 of them died; 32 soon after the thrombosis 
and 18 later on as a result of congestive heart failure, 
in 4 the cause of death could not be determined and 
in 5 death was from diseases entirely unrelated to 
the heart. 7 patients suffered from recurrent coro- 
nary thrombosis. In 78 patients subjective evidence 
of cardiac disease occurred before the onset of throm- 
bosis, 66 had hypertension, 12 had diabetes and 16 
had proved disease of the gall bladder. The average 
duration of life in patients who died of cardiac disease 
was 11 months and of the patients that did not die 
of coronary thrombosis 28 were alive within a period 
of 5 years, 3 within a period of from 5 to 10 years and 
3 lived more than 10 years. 


Coronary OccLtusion WitHovut Pain 


Gorham and Martin (Archives of Internal 
Medicine, November, 1938, page 821) from clinical 
study and post-mortem analysis of 100 cases of 
coronary occlusion observe that 42 cases had the fatal 
attack without any pain while 52 showed the pain of 
varying location, intensity and duration. Post- 
mortem examination revealed in every case gross 
infarction of the myocardium and sclerotic changes 
in the coronary arteries. 19% of the patients without 
pain gave a history of definite anginal pain previous 
to the final attack. In the group of patients without 
pain the patients tended to be older, the history of 
previous attacks of anginal pain and of hypertension 
is less common, the dyspnea is a prominent 
symptom and pericardial rub is rarely found. 
In 12 out of 17 (70%) cases without pain 
there was fibrotic narrowing of the coronary artery 
without actual thrombosis and an old infarction and 
no pericarditis. The authors’ study suggests that 
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painless coronary occlusion represents a more 
gradually developing pathological process in which 
the progressive narrowing of the artery results from 
fibrosis rather than from actual thrombosis. 


UnerquaL Nares As Diacnostic Arp 


Leiner ( Journal of Nervous and Mental Disease, 
December, 1938, Ref. Journal of American Medical 
Association, January 14, 1939, page 182) writes that 
the presence of unequal nares is of great value as a 
diagnostic aid in supranuclear, nuclear and_peri- 
pheral nerve lesions involving the facial nerve and 
this aid is more useful when the patient is un- 
conscious or where there is hemiplegia. In nuclear 
and peripheral lesion there is complete collapse of 
ala but in supranuclear type the comparative study 
will reveal definite difference in the ala of the side 
involved, viz., it is narrower, has shifted its position 
and lost its pear-shaped contour. 


INFLUENCE Or PHARMACOLOGICAL SHOCK ON 
PsycHosEs 


Sakel ( Journal of Mental Science, September, 
1938, page 626, Ref. Current Medical Literature, 
British Medical Journal, January 28, 1939, page 32) 
in reporting on the analysis of the results obtained 
in 1,356 cases of psychoses by insulin and 523 cases 
by cardiazol observes that the results of treatment 
with insulin of all cases of dementia precox are much 
better than those in the untreated group as well as 
those treated with cardiazol alone, that cardiazol 
supplemented by insulin enhances the action of insulin 
in selected cases, that treatment with camphor is not 
recommended by those who have used it, that 
recovery and improvement rates are progressively 
less according to the duration of the illness, that the 
dangers of insulin shock treatment are nil in the 
hands of the experts. 


Drua THerapy IN Coronary DISFASE 


Gold ( Journal of American Medical Association, 
January 7, 1939, page 1) writes that drugs are useful 
only in relieving symptoms and functional disorders 
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of the heart and circulation associated with coronary 
disease. Nitrites dilate the coronary vessels and 
abolish the mechanism that causes pain in effort 
angina. Glyceryl trinitrite tablets taken by the 
mouth in small doses (gr. 1/200—1/150) are efficaci- 
ous if taken at the onset of pain. When pain occurs 
frequently this drug may be repeated without any 
bad effect provided there is no recent myocardiei 
infarct or recurrent multiple small infarcts. In the 
latter conditions nitrites are harmful but diuretin and 
euphyllin may be used with advantage. These drugs 
are also effectively used as diuretics. In cardiac 
infarctions associated with pain morphia is necessary 
but this should not be used in heroic doses producing 
meteorism, depression of the respiratory centre and 
ectopic beats. The author advises that not more than 
gr. t of morphia should be given at a time and points 
out that more than gr. 1 in 12 hours is rarely wise. 
Codeine with or without scopolamine gr. 1/150 may 
be used instead in cases where mild pain persists 
for several days. Barbiturates may also be used with 
profit to ensure effective sedation. Digitalis is not 
only useless but harmful in uncomplicated cardiac 
infarctions but in presence of such complications «as 
heart failure as evidenced by venous congestion, pro- 
gressively increasing liver, congestion in the lungs, 
ete., and in auricular fibrillation or flutter digitalis 
should not be withheld but it is better to use it in 
smaller quantities. For troublesome extrasystole 
and ventricular tachycardia in coronary thrombosis 
quinidine is often effective. The uses of papaverine 
in control of cardiac pain, iodide in non-syphilitic 
coronary sclerosis and tissue extracts in angina 
pectoris have not stood the test of control and criti- 
cism. In such emergency situations as shock, pulmo- 
nary cedema, Stokes-Adam’s syndrome and acute 
collapse associated with coronary thrombosis adrenalin 
is helpful though it may sometimes precipitate ventri- 
cular tachycardia. Pituitary extract constricts coro- 
nary vessels and should not be used in such condi- 
tions. Caffeine, cardiazol, coramine and intravenous 
dextrose have been very widely used in peripheral 
failure of coronary thrombosis and there are no 
satisfactory clinical studies that throw a light .on 
their usefulness. 


THERAPEUTIC Use Or BARBITURATES 
Clark (Edinburgh Medical Journal, December, 
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are safer than long-acting because the former are less 
likely to produce cumulation and moreover any toxic 
effects, if produced, are of shorter duration. Barbi- 
turates are employed for many purposes which are 
considered separately under the following heads :— 

Use in epilepsy—here long-acting barbiturates 
such as phenobarbitone and prominal are used. The 
latter is as active av the former and is better tolerated. 
To control vomiting in sea-sickness and x-ray sickness 
where a prolonged subhypnotie depression is neces- 
sary phencbarbitone is also useful. 


Use as hypnotic—usually long-acting barbiturates 
are employed but short-acting ones such as nembutal 
are preferable to barbitone. 


Use as basal narcotics—here barbiturates are 
helpful provided a slight degree of narcosis is produced 
as deep narcosis will depress the respiratory centre, 
inerease the post-operative care required and the 
chances of post-operative pneumonia as also tlie 
incidence of delirium. 


Use as anesthetics—Sodium evipan and sodiuin 
pentothal have been used with success in producing 
full anesthesia for short periods but further experi- 
ence is needed before these methods can be compared 
as regards safety with the volatile anesthetics. The 
chief danger is the paralysis of the respiratory centre. 


Treatment of barbiturate poisoning consists of 
stimulation of the respiratory centre by carbon- 
dioxide (7%) inhalation, repeated injections of 
strychnine (up to 1 grain per day) and more recently 
of picrotoxin in dose of 1/80 gr. and maintenance of 
the body fluid by saline infusion. 


OraAL TypHoIp VACCINATION 


Crimm and Short (American Journal of Medicu! 
Science, December, 1938, page 826) report on the 
study of the results of methods of typhoid vaccina- 
tion, viz., by the oral and subcutaneous routes iv 
200 unselected cases of typhoid fever. Th 
cases were divided in two groups each containing 
equal number of cases, viz., the first group haviny 
the vaccination subcutaneously by three injections at 
the interval of three to seven days and the second 
group having-the T. A. B. vaccine orally for three 
consecutive days one hour before breakfast. The ora! 
vaccine is used as follows: a capsule of bile salts 


1938, page 829) observes that quick-acting barbiturates 3 gr. is given on empty stomach to be followed in 
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45 minutes by the antigen capsule containing 10,000 
million typhoid bacilli, 5,000 million each of para 
A and para B bacilli. Bile salt is not given in the 
second and the third day. The agglutination titre 
measured before vaccination and after revealed signi- 
ficant rise within sixty hours with oral administration 
and remained persistently at the high level for 6 
months or longer. 24% of the subcutaneous group 
and 8% of the oral group failed to show agglutina- 
tion five weeks after vaccination. The oral vaccina- 
tion is advantageous and efficient on the basis of 
chnieal reports and laboratory findings. This method 
of vaccination deserves further trial. 


Untowarp Errects From Use Or LArGE 
Doses Or Vitamin B, 


Steinburg ( American Journal of Digestive Dis- 
eases, December, 1938, page 689 ) reports three cases 
developing herpes zoster during prolonged courses of 
vitamin B, orally and intravenously. This is due 
probably to excessive irritation of the nerve plates. 
This complication according to the author occurs in 
less than 1% cases treated with massive doses of 
vitamin B,. 


SURGERY 
Surarery. Or Maricnant DisEAsE Or THE Conon 


Wilkie ( Edinburgh Medical Journal, January, 
1939, page 1) gives in the following lines the summary 
of his observations : 


1. Carcinoma of the colon is a common disease, 
insidious in its onset and slow in its growth. 


2. In the proximal part of the colon the disease 
gives rise to constitutional symptoms, in the distal 
part of the colon to local obstructive effects. 


8. Successful surgery depends on preparation of 
the patient, in some cases by draining the gut, in 
others by preliminary immunization or by blood 
transfusion. 


4. If operation by stages is deemed advisable 
an interval not of days but of weeks between the 
stages, should be given. 


5. Avoidance of tension and conservation of the 
blood supply to the cut ends of the colon are the 
secrets of successful end to end anastomosis. 
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6. In all cases in which the liver and peritoneum 
are not involved, radical operation should be consi- 
dered even though multiple resections are required. 


7. The late results are very gratifying, and 
indeed better than in any other form of visceral 
carcinoma. 


Tue TREATMENT Or S&EvERE 
Tur Bap Risk 


Crile (Surgery, Gynecology and Obstetrics, 
November, 1938, page 661) in summarising his obser- 
vations writes that the chief factors influencing the 
risk of thyroidectomy are (1) the age of the patient, 
(2) the condition of the heart, (3) the response of the 
pulse curve to the preoperative treatment and (4) the 
degree of extension of the goitre into the thorax and 
that the basal metabolic rate, the duration of the 
disease and the loss of weight are of less prognostic 
significance. He lays great stress on the value of 
high caloric and high carbohydrate diet in the pre- 
operative treatment. In younger patients a light 
basal anesthesia with avertin is useful but in elderly 
and debilitated patients a combination of nitrous 
oxygen analgesia and local anesthetic gives the best 
result. The use of blood transfusion, the continuous 
intravenous administration of glucose solution, the 
oxygen tent and adequate sedation are some of the 
measures essential for post-operative treatment of 
the bad risk patients. Pneumonia, cardiac failure 
and thyroid crisis in this order are the most common 
causes of death following operation. 


ControL Or In JAUNDICE 


Butt and others ( Proc. Mayo Clinic, 1938, 13: 
753: Ref. Lancet, January 28, 1939, page 220 ) con- 
firm their previous observations that the administra- 
tion of vitamin K and bile salts controls the hzemorr- 
hage in jaundice by shortening the prothrombin time 
which is usually prolonged in cases of jaundice. This 
observation is made on a series of cases grouped 
under 3 headings: (1) patients with normal pro- 
thrombin time, (2) those with elevated prothrombin 
time and (3) those who are actually bleeding. For 
the first group is recommended 2 to 6 gelatin cap- 
sules each containing 200 mg. of concentrated alfalfa 
and 1-2 gms. of bile salts by mouth daily. Disicol, 
sodium desoxycholate, bilron or any such prepara- 
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tion will serve. In the last two groups larger doses 
of vitamin K are needed. When the patient js 
actually bleeding 2-4 gms. of a water soluble bile salt 
dissolved in 250-500 c.c. of warm normal saline with 
1-2 gms. of concentrated alfalfa is given slowly by 
duodenal tube. Twenty-eight patients with jaundice 
were treated by this method before and after opera- 
tion and only 3 of them bled and that not profusely 
whereas in the control group of 14 patients without 
such treatment 9 showed bleeding. - The treatment 
is purely empirical but the results are highly en- 
couraging and suggest further trial of the method. 


RoENTGEN Dracnosis Or IntTussuscEpTION 


Krischner and Miller ( Radiology, December, 
1938, page 658) mention the following as character- 
istic X-ray features of intussusception, viz., (1) ob- 
struction to the barium enema into a filling defect, 
(2) mobility of the obstruction under manipulation 
and (3) the passage of barium between the intussus- 
ceptum and intussuscipiens. 


AN@STHESIA IN PutmMonARY TUBERCULOSIS 


Brown (Medical Journal of Australia, 1938, 
Vol. 1, No. 24, page 985) observes that in selecting 
an anesthetic for cases of pulmonary tuberculosis 
the following points are to be considered: the 
anesthetic must not irritate the lung, should not 
produce post-operative acidosis and lower or raise 
the blood pressure to a great extent, it must ensure 
adequate oxygenation and the recovery of reflexes 
must be rapid so that the sputum may be coughed 
up as soon as possible. Local anesthesia may be 
used with advantage in certain cases but spinal 
anesthesia is not advised in weak and debilitated 
persons or in those whose B. P. is below 100 m.m. of 
Hg. Ether should not be used and also chloroform as 
it produces post-operative acidosis. Nitrous oxide, 
‘ethylene, and cyclopropaine are suitable. Induction 
of anesthesia is rapid and pleasant, they are non- 
toxic, there is no respiratory irritation and the 
recovery is rapid. Sodium evipan and _pentothal 
sodium are suitable for shorter operations. 


EpnHeprinE In A PuysioLocigAL VEHICLE AND LATERAL 
Heap-Low Posture In Tue TREATMENT OF 
Tue Anp SINUSES 


Parkinson (Journal of American Medical Asso- 
ciation, January 21, 1939, page 204) discusses two 
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important points in the local treatment of the nose 
and sinuses, viz., (1) the head-low posture and (2) 
the use of drugs and vehicles compatible with nasal 
physiology and observes that these are the two 
principal factors on which the success of the treat- 
ment entirely depends. The lateral head-low posture 
makes the nasosinal area available for treatment, 
two sides being treated simultaneously. The purpose 
of local treatment during acute infection is ventilation 
in order to improve drainage and this is achieved by 
a drug which causes shrinkage of the mucosa without 
damaging the ciliary mechanism and ephedrine in 
physiologic salt solution will serve the purpose most 
efficiently. The drug is instilled into both nostrils in 
the lateral head-low posture and after sometime the 
patient is turned with the face down allowing the 
nasal contents to escape from the nostril and prevent- 
ing it from entering the throat. 


OBSTETRICS AND GYNACOLOGY 
INFERTILITY AND STERILITY 


Stein (Surgery, Gynecology and Obstetrics, 
December, 1938, page 731) from an analysis of 20) 
childless couples gives the following as etiological 
factors in female sterility, viz., no cause apparent 73, 
erosion 35, hypoplasia 23, tubal obstruction 20, cystic 
ovary 23, obesity 12, retroversion 10, previous laparo- 
tomy 47 and various other causes which number 44 
cases. He found the male responsible in about one- 
third. In the large group where infertility rather 
than sterility was in question treatment, viz., by 
attention to cervical patency and sex adjustment 
was successful in almost 50 per cent. The true 
sterility cases were seldom relieved. 


CEstrocentc THERAPY Or MENopAUSAL DISORDERS 


Schineider ( Illinois Medical Journal, January. 
1939, page 57) points out that careful study often 
reveals various combinations of symptoms with com- 
plete absence of hot flushes in many instances in 
which cestrogenic therapy is indicated. The varia- 
tions of therapeutic requirements explain easily th° 
failure often met with in the routine treatment o! 
menopausal disorders. Three types of reaction 
following parenteral use of cestrogenic substances and 
appearing within one hour after injection have been 
observed and found useful in the diagnosis and in 
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determining the dosage in each individual case. They 
are (1) total absence of reaction—it usually indicates 
that estrogenic deficiency exists and the initial 
dosage has been inadequate and must be increased, 
(2) improvement or relief of symptoms—it indicates 
that oestrogenic deficiency exists and that therapy 
should be continued and (3) exaggeration of symp- 
toms, extreme exhaustion, pain in ovarian region or 
bearing down  sensations—when transitory and 
followed by relief of original symptoms indicate that 
estrogenic deficiency exists but the dose was exces- 
sive and should be decreased and when this reaction 
is prolonged and not followed by relief of original 
symptoms indicate that the cestrogenic deficiency does 
not exist and the therapy should be discontinued. 
The author contends that cestrin will be given to those 
women only who have estrogenic deficiency as 
massive doses given to women having normal ovarian 
function might result in abnormal tissue growth and 
production of carcinoma. 


Recta Unceration Fottowina OF 
Cervix UTERI 


Todd (Surgery, Gynecology and Obstetrics, 
November, 1938, page 617) describes two distinct 
types of rectal ulceration following irradiation treat- 
ment of carcinoma of the cervix, viz., one restricted 
to the rectal wall and the other involving the peri- 
rectal tissue with secondary involvement of the 
rectum. The lesions resemble carcinoma on digital 
examination and hence has been named ‘“‘pseudo- 
carcinoma of the rectum.’’ For prophylaxis the 
following points are essential: all vaginal application 
should be made in the knee-chest position; the lips 
of the cervix or a portion of the growth should be 
sutured over the intrauterine tube to ensure that it 
does not slip into the vagina; a locking device should 
be made for the vaginal applicator to prevent 
slipping; repeated skiagrams should be taken to 
ensure that the position of the applicator remains 
constant. Preliminary proctoscopy should be done to 
determine if the rectal mucosa is normal and when- 
ever symptom occurs during treatment further proc- 
toscopy will show the reaction and decide if the 
treatment is to be continued. Treatment consists of 


eclon wash with normal saline twice daily and_ 


instillation of liquid paraffin. Diathermy is also used 
with benefit. Colostomy can be performed with 
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gratifying results and it is specially indicated when 
such complications as stenosis and hemorrhage arise. 
Pain is the most serious symptom. The author has 
found relief by short-circuiting the lesion by colostomy 
or section of the afferent nerve supply to the rectum 
or by combining the two procedures. 


PrEcANCEROUS CHANGES Or THE CERVIX 


Strachan (The Medical Press and Circular, 
February 1, 1939, page 149) at a meeting of the 
section of Obstetrics and Gynecology of the Royal 
Society of Medicine read a paper on the subject. He 
pointed out that any change either of inflammation 
following trauma of labour or infection of the cervix 
can be easily seen with the colposcope. He thought 
that the: cervical erosion was not an important pre- 
disposing cause of cancer but leukoplakia of the 
cervix was important as precancerous condition. He 
showed a series of microphotographs showing changes 
thought to be precancerous in nature. He noted that 
the changes in the individual cells such as stippling, 
relative size of the nucleus and presence of mitotic 
figures in his opinion signify a precancerous condition. 
One of the difficulties of such an investigation was 
that the onset of carcinoma at once obliterates any 
precancerous change. 


TROPICAL MEDICINE 


ComPARATIVE HistotocicaL Stupy Or Skin Eruptions 
In VerruGaA Peruana Anp Eprpemic Dropsy 


Marschall ( Deutsche Tropen medizinische Mon- 
atsschrift., Band 42, 1938, Heft. 9, p. 418) writes 
that although it appears that verruga peruana and 
epidemic dropsy are not etiologically the same dis- 
ease, there are some manifest analogies. Epidemic 
dropsy is limited to certain definite geographical 
areas, particularly in the East ; it is most common 
in India, in and around Caleutta. The cause of epi- 
demic dropsy has not been clearly ascertained, neither 
are its etiology and epidemiology known. Verruga 
peruana is exclusively limited to a small part of the 
globe, it is found in some areas in the highlands of 
Peruanic Anden and in Honduras. These diseases 
occur very commonly in the particular regions and 
invite a careful comparison in some aspects. One 
should compare the skin eruptions in the secondary 
period with special regard to their pathological 
anatomy. 
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Knotty vegetations of the skin in epidemic dropsy 
appear mostly 3-6 weeks after the stage of acute 
cedema. These are not localised to the area of 
cedema alone, but may appear practically anywhere 
in the body, including hairless parts and the oral 
and nasal mucous membranes. 


These nodules are usually few in number and 
their size may vary from that of a lentil to that of a 
hen’s egg. They are wart-like in shape, dark-red in 
colour and of a soft and fleshy consistency. Even the 
slightest injury may give rise to profuse and conti- 
nuous bleeding, which is easy to explain on histologi- 
cal grounds. 


The histological appearance of the nodules of 
epidemic dropsy is characteristic. The wartlike erup- 
tions of epidemic dropsy may be regarded as capillary 
angiomata. 


The nodules can either be pedunculated or 
broad-based, growing subcutaneously. The _ epi- 
dermis over the tumour itself atrophies and thins out. 
The normal structure of stratified epithelium is 
obliterated. 

In the opinion of Konjetzny, Schridde and others, 
epidemic dropsy nodules resemble histologcially a 
telangiectic granuloma. Rocha Lima has proved the 
resemblance of the skin eruptions in verruga peruana 
with teleangiectic granuloma. Considering the 
remote and different parts of the world, where these 
diseases occur, there may not be any difficulty in 
making the differential diagnosis between the erup- 
tions of epidemic dropsy and verruga peruana. In 
verruga peruana the eruption of the nodules may 
occur during the pyrexial or the anemic stage. They 
may also appear weeks or months later. As in epi- 
demic dropsy, the first few nodules appear as dark- 
red papules, which later may become red and translu- 
cent, solid or efflorescent with rapid growth. These 
cases also show a marked tendency to bleed. In 
verruga peruana, different forms of exanthema may 
be seen but these can be distinguished from one 
another only by their position, size, structure, and 
site of the nodules in relation to the skin. Histo- 
logically, all these forms have been grouped in one 
class. 


Rocha Lima says that verruga tumours grow 
primarily from vascular elements. Typical verruga 
cells can be found in the particular tumours (Escomal, 
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Rocha Lima). Most of them are spindle-formic- 
cells, rich in protoplasm with big nucleii having litt!c 
chromatin contents (named as angioblasts: Rocha 
Lima). 


The nodules of verruga peruana abound in tort:- 
ous capillaries—hence the tendency to bleed. A 
verruga nodule is distinctly separated from t/e 
surrounding connective tissue. In its wart-like for:, 
it can cross the surface of the skin and can penetrs'¢ 
the subcutaneous connective tissue, where it may 
palpable as a compact nodule. Consequently epic »- 
mic variations in relation to the site of the knots 2c 
many and are in no way typical. Characteristics «[ 
the verruga nodules are that they are circumscrib | 
growths of angioblasts with capillary formation. 
However, the growth of the solid cells prepondere ¢ 
and one should be aware not to mistake it for a 
sarcomatous tumour which it simulates to a certan 
extent. Earlier workers like Cornil, Renaut, Donnon 
and Izquierdo described the verruga tumour as a 
fibrosarcoma. If the angioblastic nodules 
cedematous, pressing the cells against one anothe’, 
the structure may appear to be loose. There my 
also be infiltration of the leucocytes and lymphocyte, 
whereby the different pictures of the status of tiie 
nodules are presented. Meyer, Rocha Lima ai! 
Werner proved the existeuce of the granular structure 
in the intraprotoplasmic matter of the verruga cells. 
If one compares the pictures of skin eruption in epi- 
demic dropsy and verruga peruana, he will find muc!: 
similarity between them. (1) In both cases, one finds 
a secondary stage of an acute febrile disease wil! 
anemia. They gradually increase and appear 1: 
epidermic forms. The exciting cause of verruga per '- 
ana is Bartonalla bacilli, The cause of epider: 
dropsy is not yet known. (2) Both diseases, especi:'- 
ly the former, have a high rate of mortality in tic 
anemic period. 


(3) The skin eruptions in both diseases are clini 
ally and pathological-anatomically analogous. T! » 
nodules in both the cases are found to be develop: i 
histologically out of the growing vascular elements. 


It is to be remembered, however, that there 2 2 
other skin eruptions which resemble those of the tw» 
diseases mentioned here. They are telangieciic 
granuloma and ‘angiofibroma cutis circumscriptico 
contagiosum’ (Viz., Basseuitz) as is described in_ 
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Brazil. The etiology of the latter has not yet been 
clarified but clinically it takes an entirely different 
course. 
8. K. Daw. 


PEDIATRICS 
DrarrHa@as Or NursLines 


Bessau (Journal of American Medical Associa- 
lion, January 21, 1939, page 256) in discussing the 
pathogenesis and treatment of the diarrheas of 
uurslings before the Berlin Medical Society observes 
that the diarrhoea of nurslings is not as a rule caused 
by nutriment but mostly by infection and that often 
by colon bacteria. The very young infant does not 
harbour any bacteria of this group. The only physio- 
logic flora of the large intestine of nurslings is 
lactobacillus bifidus which does not allow B. coli 
flora to advance. B. coli breaks up carboliydrates 
and causes fermentation and this fermentative pheno- 
menon is physiologic in the large bowel but patho- 
logic in the small intestine. Acid products of fermen- 
tation produces peristalsis. In premature infants 
lactobacillus bifidus does not develop at the proper 
time. The principle of treatment is elimination of 
the pathological flora from the gastrointestinal tract. 
Starvation removes the product of decomposition and 
therewith the nutrient medium of saprophytes. It is 
extremely difficult to eliminate B. coli by culture of 
lactobacillus bifidus. Albumen milk leads to the 
formation of a quite water-deficient stool containing 
calcium soaps in the large intestine and in this 
medium colon bacillus can thrive but poorly. After 
feeding with whey B. coli flora disappears almost 
immediately. The author recommends the following 
regime which has proved very successful. The regime 
starts with a period during which the patient gets 
only tea, subsequently he gets a mixture of about 
one-half whey and one-half water and 8% rice water 
together with sodium citrate. 


DenTAL Puate For Cierr PALATE 


Sillman (American Journal of Diseases of 
Children, November, 1938, page 1055) describes a 
method of feeding of a baby with cleft palate with 
the help of an accurately fitted dental plate which is 
inserted before each feed. This enables the child to 


- suck well, helps to stimulate the growth of the jaw 
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ultimately improving the end results of operation 
and reduces the chances of respiratory infection by 
aspiration. 


TREATMENT Or CoNGENITAL PyLoric STENOSIS 
With HumMypDRIN 


Dobbs ( Lancet, January 7, 1939, page 12) 
reports on the results of treatment of 20 cases of 
congenital pyloric stenosis by eumydrin, The result 
is as follows: 16 were cured, 3 were operated on 
successfully after eumydrin had failed and 1 died 
from respiratory infection. The essential of success 
depends on relieving of the dehydration by sub- 
cutaneous injection of isotonic saline with 5% glucose, 
being indicated by chemical examination and the 
amount of urine passed. After this, eumydrin is 
started and is given 20 minutes before each feed in 
gradually increasing doses of 1 in 10,000 solution of 
the drug beginning with 1 c.c. and reaching 4 to 6 c.c. 
Feeds consist of breast milk or a half cream lactic 
acid milk if the former is not available and are given 
two hourly starting with 2 drachms for each feed 
gradually increasing to the normal quantity in 4 to 
6 days. The stomach is washed out daily with 
normal saline until the residue is negligible. The 
drug is gradually withdrawn by diminution of the 
doses at the end of six to twelve weeks. 


TREATMENT Or INFANTILE EczEMA 


Sulzberger ( Journal of American Medical Asso- 
ciation, January 7, 1939) mentions that the atopic 
form of eczema is the most conspicuous type 
in children under the age of two years and in the 
cure of such condition the various factors responsible 
are ranged in order of importance as follows: (1) time 
—most patients get cured by the age of 2 years, 
(2) complete change of environment, (3) meticulous 
care taken in the execution of the local treatment 
and (4) elimination of a few notorious food allergens 
and environmental causes where removal from the 
general environment is out of the question. Local 
treatment consists of removal of crusts and scales and 
keeping of the skin clean and soft. Except on the 
scalp soap is ‘poison’ for most infantile eczema. The 
child should be sponged or bathed in tepid water to 
which bran, starch or tar has been added. Mask 
made of soft smooth linen or cloth should be worn 
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when face is involved. The following prescriptions 
with their indications) are extremely useful :— 


1. Lubricating and softening oils and greases. 
Salicylic acid . 1 to 2 per cent. 
Olive oil, in sufficient quantity or 
Liquid petrolatum, in sufficient quantity 

to make ‘ 120 Gm. 


Label: For softening and for removal of 
crusts. Apply as directed. — 


2. Mild dusting powder. 


Powdered boric acid 1 to 8 per cent. 
or 

Tannic acid 1 to 3 per cent. 

Zine stearate 


Purified tale each in sufficient quantities 
to make 30 Gm. 

Mix and dispense in a sifter-top can. 

Label: Use freely as required. 

3. Mildly parasiticidal, soothing and drying 


antieczematous paint. 


Menthol 0-25 to 0-5 per cent. 
Phenol 0-25 to 0-5 per cent. 
Red mercuric sulfide . 1 to 2 per cent. 
Resorcinol ‘. 1 to 3 per cent. 
Solution of coal tar, N. F. 1 to 5 per cent. 


Calamine lotion sufficient quantity to 
make 120 c.c. 


Dispense in a wide-mouthed bottle. 
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Shake well and paint on affected 


parts three or four times a day, using an ordinary 
flat varnish brush. 


4. Scalp ointment 
salicylic Acid. 


containing sulphur an 


2 to 3 per cen’. 
2 to 5 per cent. 


Salicylic acid 
Precipitated sulphur 
Liquid petrolatum 
Wool fat 
Petrolatum—each in sufficient quantity 


to make 80 Gin. 


Apply on the affected part by gentle massage tv» 
or three times a day. 


5. 


Mix and label: 


Medicated ‘‘Vanishing Cream”’ 
Ammoniated mercury or 


oleate of mercury 1 to 8 per cen. 
Solution of coal tar 5 to 10 per cen. 
Or coal tar 3 to 5 per cen. 
Or nattalan 5 to 10 per cen’. 
Or juniper tar 3 to 10 per cen’. 


In unscented ‘‘vanishing cream’’ (stearic 
acid cream) in sufficient quantity to 
make 60 Gm. 


Apply liberally to the affected 


parts by gentle massage two or more times a day. 


This medication may be applied without bandage 
and simply massaged in and powdered over. This 
makes one of the clearest and most easily employe: 
of all topical remedies. 


SOCIAL ASPECTS OF TUBERCULOSIS 


H. §. JOSHI, t.c.p.s. 


INTRODUCTION 


Tuberculosis is extending rapidly and has already reached 
the threshold value of a public as distinct from an individual 
health problem. (J. M. G., Editorial, 1937). Tuberculosis 
is now recognized as the most important cause of morbidity 
and mortality in India, probably only next to that of malaria 
(Russel, 1935). 


Now let us see what is being done here to meet this 
evil. Thanks to the efforts of Her Excellency Lady 
Linlithgow, a determined attempt is now being made for its 
control. A large fund is being collected, and a well thought- 
out anti-tuberculosis plan is being laid out. We can definitely 
hope to achieve something out of this vast scheme. At no 
time in the history of Indian Medicine such a vast and an 
organised attempt was done under Royal patronage and with 
full sympathy of the public to eradicate this evil. 


Here we have to note with compliments the work that 
is done uptil now. The King George V Thanks-giving 
(Anti-tuberculosis) Fund, and the Tuberculosis Association of 
Bengal are the premier institutions and surely they are 
rendering useful services in this field to India. The former 
has established some branches but they have not extended 
their activities far and wide. They have restricted them- 
selves to research and propaganda work. 


NuMBER OF PERSONS AFFECTED 


In order to appreciate the problem fully let us try to see 
how many persons are suffering in India. Here the science 
of vital statistics has not much developed. Deaths are 
rarely notified in the suburban areas. Compulsory notifica- 
tion about tuberculosis is not possible in mofussil as there 
are no proper arrangements for a correct diagnosis. The 
medical needs of the countless villages in India are still 
satisfied by indigenous physicians. As such it is no wonder 
that tuberculosis death-rate cannot be properly calculated. 


“* Official statisticians put the figure at two millions, 
which is to say the least a very modest figure, while in 
Bengal alone it is estimated to be over a million. But this 
is sufficient to show the seriousness of the situation.’’— 
(Medical Digest, Editorial, 1937). 


The ravages of this disease are wide-spread in urban as 
well as rural areas. As many as 24,000 persons die in a year 
of tuberculosis of the lung in this Presidency. It is, there- 
fore, necessary to organise in the first place a direct attack 
on the disease. (Bombay Chronicle, 13-2-38). 

It is a good estimate to suppose that with one death of 
tuberculosis there are nearly 7 cases suffering from the 
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disease. Others put it as ‘‘ Assuming that there are Io 
T. B. cases for each case of death from phthisis as many as 
24,000 persons are suffering from tuberculosis of the lung 
alone in this Presidency as apart from the other forms of 
tuberculosis.—(Bombay Chronicle, Ibid). 


Col. Sir Roberts maintains that tuberculosis is on the 
increase in India and the disease is at present attacking the 


village population which was previously more or less free. 


(Medical Digest, Ibid). 

In the previous year Sir John Megaw, Director-General 
of the Indian Medical Service, estimated that there were 
probably two million cases of tuberculosis in India. His 
conclusions are that tuberculosis is very widespread through- 
out the villages of India, but is specially serious in Bengal, 
Madras, Punjab, Bihar and Orissa. Pulmonary tuberculosis 
seems to be much more common than extra pulmonary except 
in the United Provinces and Bombay. Tuberculosis is weil 
known to be exceedingly prevalent in the cities and large 
towns, but little is known as to its incidence in rural areas. 
It seems likely that the disease is increasing rather rapidly. 
The proportion of tuberculosis cases to total cases treated in 
hospitals which is 0°3 is probably the best indication of the 
relative incidence of tuberculosis.—(Ibid). 

The scanty statistics of death from tuberculosis which 
are available, show that there were nearly 51,000 deaths from 
pulmonary tuberculosis, of which 31,000 were rural and 20,000 
urban. The largest number of deaths namely 23,000 were 
from Bombay. Bengal came next with nearly 10,000. In 
Delhi 8°3 per cent. of the total deaths were from tuberculosis. 
In Bombay City where 74 per cent. of the population lived 
in single rooms at the time of 1931 census, 1°6 per mille of 
deaths were due to tuberculosis. Madras City records death- 
rate 1-4 per mille from the tuberculosis of the lungs, while 
in a part of Lahore where a tuberculosis survey has recently 
been carried out, 311 cases were detected in a population of 
8,269 which works out to 3°75 per cent. 

Dr. Moses (1938) remarked: ‘‘It is a matter of the 
greatest concern to all those who have the welfare of the 
City at their hearts, that tuberculosis should have been on 
the increase in this City for the last several years. Official 
records show that in the course of the last 5 years deaths 
from tuberculosis have increased from 1500 to 2000. The 
figures for the year 1936 being 1933 and for 1937, 2037. 
Very often deaths from tuberculosis are reported as deaths 
from some other respiratory disease or from continued fever. 
Besides a good many tuberculous patients infected in Bombay 
return to their homes in the country and die. It is, there- 
fore, estimated that for every single death from tuberculosis 
there are at least 10 persons suffering from that disease.’’ 
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Dr. P. T. Patel says that there are about 5 million 
tubercular patients in India. He says that every 8th death 
is due to tuberculosis. 


Foop PROBLEM 


The social aspect of tuberculosis can rarely be studied 
unless we think about the food problem. Milk is a principal 
source of (protein and fat) food of this country. But we 
have to see that milk does not become responsible for 
spreading bovine type of tuberculosis. In milk the bacillus 
finds easy access to the human inside, and as such cows 
must not be infected. All food stuffs that are exhibited for 
sale along a public highway shop must not be allowed to be 
polluted by the dust raised by motor cars. Hence keeping 
food in glass cup-boards should be obligatory to all dealers. 

The danger of tubercular infection of food by flies can 
scarcely be exaggerated. 

The problem of milk must be an easy one especially in 
an agricultural country like India, but the things are other- 
wise. Our farmers have not learnt to keep and grow live 
stock along with their farms. Live stock must be so big as 
to enable to keep the farmer well fed if accidentally crops 
fail for a single year. 

This shall give us plenty of milk and butter. It is really 
shameful that we import even dairy products from outside 
when we should be in a position to export it. 


We also have to do a propaganda to teach people to eat 
more protein food. Sir Robert MacCarrison has conclusively 
proved that rice eating populations are not healthy and the 
stock that takes in more of protein food have got better 
physic and build. Naturally they have got better immunity 
against infectious diseases. 

Sir William Osler emphasised that the cure of tuber- 
culosis is a question of nutrition and this is particularly true 
in this country where general poverty and insufficient nourish- 
ment prevail on a large scale. Even those who can afford, 
are taking a faulty dietary and specially in cities artificial 
dietary is adopted giving poor nutrition, undermining vitality 
and producing many diseases. 

In another page I have tried to detail a ‘‘ Balanced 
diet ’’ at a minimum cost. It proves that eating balanced 
diet is not costly, but you have to check your palate. 
Many people must be spending much more than Rs. 5/- 
per month per head for food, and still not getting proper 
‘nourishment; that is due to ignorance and stubbornness 
Those who can afford can have a better diet at Rs. 7/-. 
The only difference between the two diets being a little addi- 
tion of fruits, milk, vegetables, nuts, ghee, for vegetarian; 
and fat or tallow-lard, mutton, eggs, fish, etc., for non- 
vegetarians. In vegetarian diet you can get more of skimmed 
milk-powder, pulses, soya beans, vegetables, etc. i 

All other items are nearly the same. Those who can 
afford can spend more money on nuts, butter, mutton, milk, 
eggs, fish, pulses, etc., and may not take ground-nut cakes 
or skimmed milk powder. 

Let us close this by a sentence from Sunday Standard 
(13-3-38): If this curse is to be lifted, if India is to exorcise 
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the demon of consumption, it will be by extending adequate 
recognition to the national problem of malnutrition. In this 
country, as in most other, tuberculosis can very probably be 
regarded as a deficiency disease. 


Tue Crass or PERSONS AFFECTED 


It is said with some truth that tuberculosis is an index 
of civilization. We in India have just gone only hal! 
way and so are in a transitory phase. It is just likely tha: 
this disease looms large amongst us. It is true that tuber- 
culosis is a problem of the whole world. The more civilize’ 
world has partially conquered this evil by different sanitary 
and legal measures. We have to learn lessons from them. 


Here we find that tuberculosis is more common amongs‘ 
the industrial workers. This class mostly hails from the 
surrounding villages. These people were once engaged ir 
agriculture, but this class is attracted to the polished lif 
of cities with its high rate of wages. These persons live in 
overcrowded unhygienic dwellings. 


Many a time they are addicted to the vicious habit o: 
drinking and loose life, and gambling which perpetuate their 
poverty. All this makes a fine way for the home coming of 
tuberculosis. 


There is yet another class who succumbs to this disease. 
A farmer who has continuously sustained a loss due to 
irregular rainfall and has found himself in debt. He thinks 
of a grand plan of earning a good sum and free himself of 
his debt. He works in the city more than his capacity. He 
spends very little as his ideal is to save money. But the 
poor fellow finds that no doubt he has saved some money 
but has also fallen a prey to this fell disease. 


As soon as these persons are weakened and they cannot 
cope with the original work, their employer dismisses them 
or reduces their pay as they are found inefficient. By and 
by the man loses his job, and again goes to his village from 
which he came. Here he again tries hard to tide over 
circumstances but he fails. Consumption consumes his life 
and worldly belongings too in this way. 


Sunday Standard (13-3-38) remarks: ‘‘ from what strata 
of society does tuberculosis recruit these battalians of death. 
We stand on quite firm ground in asserting that the victims 
of the Great White plague are from the working classes, not 
only industrial labourers within Municipal boundaries but 
also the under-fed ryots and kisans of the country side.”’ 


These people generally work in textile mills where the 
working conditions are not very hygienic. The cotton fibres 
and dust are constantly filling the atmosphere which is kept 
at a particular humidity level to facilitate the spinning 
process. This humidity increases exhaustion. 

Workers in mines, underground cellars or gutters are 
also subjected to various poisonous gases. It does have its 
effect on them. 


It is a curious fact that tuberculosis does not spare very 
healthy people. Poduval remarks that tuberculosis has often 
a habit of attacking people who appear to be in the full 
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bioom of health, who possess a beautiful body and have been 
well known athletes in the past. 


ScHOOL CHILDREN AND TUBERCULOSIS 


Phthisis in the adult is the song which commenced at 
the cradle. Tuberculosis is an enemy of the young persons. 
We often see a child who is devitalised by diseases like 
whooping-cough or measles, if unfortunately comes across a 
tubercular child or a teacher is likely to be infected. To 
add to this we have a faulty method of meeting at schools; 
working five or six hours at a stretch is likely to be detri- 
mental to a child’s health. 

The buildings of schools are frequently unhygienic, and 
furniture are unsuitable. Nowadays there is an attempt 
made to popularise elementary and secondary education but 
the authorities concerned forget their social responsibility. 
And if they are conscious of it, they are required to connive 
at such flaws due to financial shortage. 


The curricula are unnecessarily long, and the method of 
coaching is defective and unnecessary examinations are 
imposed. Sir Hussan Suhrawardy has rightly remarked that 
‘‘The whole method of education requires a drastic change 
and cutting down the length of the course in every stage and 
the hours to be spent in the class rooms.’’ 


Every School Committee should have a school clinic 
attached to’ some hospital. Here the defects are found out 
and they should be informed to the parents. If the parents 
cannot afford treatment the Committee should undertake such 
a work as is being done by the Bombay Corporation. Simply 
informing the parents or entering the defects in the registers 
is simply an eyewash. 

If people think that school children are not so much 
attacked by this disease, the following will prove that: 
Dr. A. C. Ukil observes that ‘‘29 per cent. of college students 
and about 8 per cent. of school children have been found to 
be suffering from various stages of impending tuberculosis of 
the lungs; while 28 per cent. college students and 3 per cent. 
school students are affected by want of proper nourishment.’’ 
From what has been observed before, it ought to be obvious 
that with a lowered vitality and with the ignorance of the 
spread of the infection, our young students are faced with 
the serious menace of an invasion of tuberculosis in a very 
alarming manner. 


Socrat Customs 


‘‘ There are certain social customs which contribute to 
the incidence and spread of tuberculosis in India. The 
Purdah custom in sume sects distinctly favours the bacillus 
tuberculosis by 1educing the volume of fresh air which 
would be inimical to the bacillus.’’ Purdah shuts out sun 
light also from a person. It has been shown that sun’s rays 
would kill the tubercle bacillus in favourable circumstances, 
‘‘We know that tubercle bacilli in the films of sputum are 
destroyed in ten minutes when exposed to sunshine, while 
they can live for three months in sputum when exposed only 
to diffuse day light.’’ (Frimodt Moller). 

In India sunshine is plenty and no penny is required to 
be paid to enjoy it. In other countries people are overjoyed 
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to see the sun, which is a rarity. Here we have dingy 
houses with few windows and big walls shutting all possible 
inroads of sunlight and in foreign countries people go to sea 
coasts and enjoy sun bath. The result is what we have seen 
in the first few pages. 


A strict purdah observance means confinement to the 
four walls of a house, which inevitably leads to a sedentary 
life. This entails a baneful trail of events. That means 
lessened immunity to any infection. These persons do not 
know what exercise in the open is. Naturally they never get 
good appetite, and cannot relish their food. If to add to 
this there is already a person suffering from this disease then 
it has its victims one after another. This is evident in 
Bohari and Khoja families. It is a funny thing that purdah 
is a duty only of the rich and middle classes. The very poor 
can badly afford it; we see poor Mohammedan women work- 
ing in the open as they will starve if they do not come out. 
The rich and middle class women must be cursing their social 
position when they see women of their race but poor go with- 
out purdah. 


MARRIAGE 


In good many communities in India early marriage has 
in no small measure, been responsible for the prevalence of 
many ailments, tuberculosis being one of them. Early 
marriages lead to early parenthood. It is a common finding 
that a girl of twenty is often a mother of four children. In 
most instances these children are thin, listless, emaciated 
and marasmic, only to propagate infection themselves being 
perfectly unfit to resist any. 


It is a biological law, that chances of survival of the 
young of any species are in inverse ratio to the proliferation 
of the species. Early marriage, early parenthood, repeated 
pregnancies and labour, lactation and after care of the off- 
spring increase worry and work, tax the physical capacity and 
undermine strength and limit the aspirations and mental 
developments of the mother. A basketful of children can 
get but a small share of the parents’ attention, their nourish- 
ment being scrupulously rationed out and they grow as weak . 
saplings incapable of resisting any infection, should one 
arrive. If some of the children go through their years of 
childhood, through such semi-starvation, they are submitted 
to the same adverse forces as their parents, and they form the 
best subjects for the incoming of the fell disease—tuber- 
culosis. 

In India very few patients come to ask for an advice as 
to whether they should enter a matrimonial relation or if 
already married whether they should beget children, or if 
already pregnant whether the pregnancy should be allowed 
to continue to full term. Here I should better quote from 
Ayer (Antiseptic), ‘If a virgin no marriage, if married no 
pregnancy, if pregnant no confinement.’ There are others 
equally learned, who say otherwise ‘ Pregnancy is the best 
cure for consumption.’ The first view if rather less rigidly 
observed will, I think, be more practicable. 

With males too if tubercular, they should refuse to 
marry. If married they should resort to contraceptives or 
vasectomy. Marriage entails a more burden on the purse 
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and necessitates long tiresome hours of work which may not 
be congenial to the health of the person. 


If a tubercular woman has already got a child the best 
course is not to suckle it. Milk is generally not infected but 
lactation is a great drain on the mother’s organism and it 
entails immediate contact of the child with the mother and 
the contact may be dangerous more than the milk. 


Jomnt FamILies 


Joint family has nearly been non-existent in foreign 
countries. We still find amongst us large families. These 
are the last relics of feudalism, which are perishing auto- 
matically with the advance of time. In such a family the 
head of the family is usually the only person who earns for 
all. If accidentally his income diminishes which is not 
impossible in these days of competition, the family may be 
compelled to live in bad quarters. Now in such an ideal 
habitat if one person catches tuberculosis then there shall be 
no wonder if 3-4 persons get infected one after other till the 
original focus of infection is segregated. Good treatment is 
out of question as it entails great cost. The person is not 
segregated due to false ideas of love and vanity. If 
sanatorium segregation is not possible home isolation can be 
tried which is a complete failure as we have not inculcated 
the sense of discipline amongst us. 


If in this very family some other person male or female 
were earning then the story would be different. In joint 
families people have to live crowded together. Sufficient 
cubic feet of space is unavailable. Hence joint families 
should not be encouraged. 


Lowest STANDARD OF LIFE 


In India we find that not much attention is spared for 
this problem. It is only recently that some provinces are 
thinking of keeping an unemployment register. The whole 
of India’s fertile land is not cultivated and no attempt is 
done to increase the produce of the farm. Naturally the 
crops are poor. We also have nothing like a planned fertility 
rate. It is believed that children come as blessings of the 
Lord. 


As such it is difficult to set any standard of life as 
lowest. A Bombay Corporator had drafted a resolution 
demanding Rs. 25/- as this standard. Needless to say that 
Unless we work on such lines and plan 
the lowest standard of life on a thorough economic survey of 
the country we shall hardly be able to solve the tuberculosis 
problem. It is a good advice to preach every one to take a 
balanced diet. The recipient of the advice throws it in the 
gutter as he cannot afford it. The same about housing. 
The menial staff shall surely reside in insanitary dwellings as 
they are cheap and hence we have to increase the lowest 
standard of life of our people. It automatically brings in 
sufficient food and clean housing. Hours of work require to 
be regulated too. Some people in order to make two ends 
meet work harder than their capacity. If the standard of 
life is increased it brings more pay to such persons and their 
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trouble is mitigated. No doubt the factory and Government 
offices do not exact more than 8 hours work, but these 
servants are required to supplement their scanty salaries by 
working in their spare time which they ought to utilise for 
physical, mental and cultural progress. 


Hovusinc PROBLEMS 


The architectural construction of many cities is favour- 
able to the spread and perpetuity of tuberculosis. ‘‘ Tie 
architectural construction is resting on a tripod of custom., 
poverty and ignorance. A house completely blocked by wai's 
of adjacent houses on three sides and questionably open cn 
the fourth, by a space of a few feet beyond which a three 
storeyed house stands, does not fail to fetch a fancy price fir 
every square yard, the only commendable feature for such 4 
high price being its orthodox surroundings, and its extreme! 
interior position, defying they say access to the thief but is 
I say more effectively defying access to fresh air and favou-- 
ing access to the microscopic thief—the bacillus of tube-- 


culosis.’’—(Antiseptic.) 


Here I have to point out that very few cities are plann: | 
in India. Towns have grown at some commercial or religious 
centres or on the fertile banks of a river. Town planning 
schemes are only recently introduced and they are nt 
obligatory. In few parts of India housing societies hav: 
flourished. They should be helped by the State. Even « 
lowly paid cooly must get an airy and sunny house to resid. 
It is a shameful sight to see slums growing by the side ©: 
palaces. Houses unfit for human habitation and delapidate:' 
must be demolished by law; but at present the law-makers 
are mostly landlords who will usually put an obstacle in th: 
way and hence Government will have to do it on their own 
behalf. The fat figures of tuberculosis in Bombay are th: 
results of slum life in places like Kamathi-pura. 


Even in villages we find houses being erected withoui 
airy verandahs and big windows which is due to ignorance. 
We have to supply them models of well built houses. Eveii 
a lowest paid man will be willing to pay a bit more if h: 
were told that the house will be his after a few years. This 
is the way in which housing societies work. 


Factory Act must include the provision of disease-fre’ 
residential quarters for the employee. Many local bodies ar: 
also not arranging for the housing of their menial staff. |! 
is no wonder if they then suffer from tuberculosis. Much «! 
the sweeper class is composed of the Hari-Jan class. It is + 
pitiable sight to see how they live like pariahs in some remo** 
and dirty part of the town. Ina small room ro ft. by 10 f'. 
covered and walled by corrugated iron sheets you find : 
family with children. An ever welcome distant relative or 
guest adds to the number sometime. Cooking and storing ‘5 
done in one corner and the rest of the space is occupied <3 
a living room. If the lady gets pregnant which is always 
cherished for, their calamities are doubled. She ceases ‘» 
earn. (Some local bodies give pay for 1} months). She 
delivers in the same room in which air and light are nt 
allowed to penetrate. 
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Some employers are so cunning that in order to escape 
rom the Factory Act, they keep their employees on daily 
wages. The Factory Act must be enforced on all employees 
who employ more than 10 persons. Attempts should be done 
to maintain hygienic conditions at the place of work, so that 
the labour will be entitled to fresh air and sunlight. 


In Bombay City out of a population of 12 lacs nearly 
it lacs are forced to live in single room tenements. The 
Corporation must arrange for parks and playgrounds for these 
persons. 


Economic Loss 


Economic loss due to tuberculosis is incalculable. This 
disease attacks persons in the prime of life from the 15th to 
the 30th year. Consumption is a very appropriate term. 


Emerson (vide Osler’s Medicine) estimates a death rate 
of 90 per 100,000 in the United States for 1922 and on a 
basis of morbidity rate of 7 per death, nearly 700,000 
patients, ill with the disease at the same time. The cost of 
death and sickness from tuberculosis for the year would be 
850 million dollars. Tuberculosis shortens the average dura- 
tion of life by two and half years.’’ Other countries also 
spend heavily for this. ‘‘In England and Wales alone it 
causes 25,000 deaths annually and accounts for 5% of death 
from all diseases in spite of the local authorities spending 
£4,000,000 or 7 per cent. of their total expenditure in combat- 
ing the scourge. 


EpDuCATION 


It has been found impossible to house and control all 
tubercular patients in sanatoria. We have nearly 24 sanatoria 
in India and the number of patients is legion. As such it is 
incumbent that patients are segregated in their own homes 
and how is this to be managed unless the basic facts about 
tubercular infection are broadcast to the public? 


It is generally believed that tuberculosis is hereditary, 
but it is really not so. People think it to be hereditary as 
they find one person after another getting infected in one 
family. But it is the fault of the environments. The causes 
which usher in tuberculosis are already there and a source of 
infection also present. If from such conditions we pick up a 
healthy child and rear it in good surroundings, the child 
invariably escapes tuberculosis. 

It is a curious fact that tuberculosis is also seen among 
the rich section of society. This class is not deprived of 
sunlight, air or food, but the root cause is ignorance. It must 
always be well understood that tuberculosis is an infectious 
disease. Bacillus tuberculosis is ubiquitous. It may be found 
in the nasopharynx of healthy persons. No sooner vitality 
comes below par due to some acute infectious disease like 
typhoid, etc., the bacilli get a foothold and if the person does 
not recoup his lost health, the disease marches on. 

If the bacilli are omnipresent how is it that one escapes 
and one succumbs to it. This is best explained by the seed 
and soil theory of Osler. 


PROPAGANDA 


The best means of dispelling ignorance is a steady and 
continuous propaganda against this evil. In India the 
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percentage of literacy is small and as such newspapers are 
little useful as they can reach barely 10% of the masses. 

Health lectures or radio talks would be a more effective 
means of reaching the masses with a little expense and time. 
It is an healthy sign that radio is getting popular in India. 
But this is only possible now in cities. Hence we must have 
radio sets which can work on dry cells. These can be kept 
in village chowkis and it is sure to attract the villagers. 
Health-talks should be the first programme followed by some 
folk music which will capture the audience. 


All outdoor clinics in mofussil dispensaries and civil 
hospitals should distribute leaflets to tubercular patients 
emphasising that tuberculosis is curable, communicable and 
preventable. Basic facts about healthy life in gcneral, i.e., 
good food, sunshine, ventilation, protein consumption, mild 
exercise in the open and taking prompt treatment for other 
diseases seemingly trifling should form the bulk of the 
pamphlets. 

A movie cinema has also a powerful hold on the masses 
and can be utilised here. Travelling cinemas are quite 
popular even now with the villagers. Small instructive and 
illustrative films can be prepared and distributed free for 
free exhibition or as a side programme. 


Wuat OtHers Have 


In the last few pages we have seen that tuberculosis 
problem is serious and cannot be helped unless many branches 
of science join hands and work. 


“‘In England tuberculosis is decreasing while in India 
it is increasing. The reason is obvious, the country being 
free State managed institutions swell up and run to the 
rescue in the amelioration, treatment, and cure in the early 
stage of the disease.’’—(Medical Digest, 1937.) 


“*In London the death-rate from pulmonary tuberculosis 
declined 33 per cent. between r901 and 1910 and other forms 
of tuberculosis show a similar fall. To a less striking degree 
but practically everywhere in the civilised world there has 
been a reduction in the death-rate, the most encouraging 
feature of modern sanitation. To what is this to be 
attributed! Firstly, to the improved social condition of the 
people, better housing, better food, better habits and betier 
working conditions. The falling death-rate began before the 
present campaign against the disease. Secondly, the educa- 
tion of the people, which has made great strides and a large 
proportion are striving to lead hygienic lives. Child 
welfare work with its education of parents and children in 
matters of health and the attention given to undernourished 
children have had a good influence. Thirdly, segregation has 
done much to protect the healthy from the sick, and a large 
number of advanced cases are in the hospitals. Fourthly, 
the patients are seen earlier, and the condition is recognized 
before it is hopeless. In a larger number of persons with 
pulmonary disease the diagnosis is made at a_ stage when 
complete healing is possible. The two important elements 
then are, fewer seeds and more stony soil.” 


‘““The National Society for tuberculosis control of 
Denmark, started in some districts the supervision of the 
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hygienic conditions of every tubercle infected home. Denmark 
is hopeful of good results from the wider extension of that 
work to every district in co-operation with the local doctors. 
The special child welfare spread over the country is another 
feature of the work. The means that are employed resolve 
themselves in isolation, treatment and nursing of tuberculosis 
sufferers. It is quite a possible thing for Denmark to extend 
its station work because of the great number of doctors, 
secondly, because that 60 per cent. of the adult population 
of the country are members of the health insurance, under 
state control and thirdly, because of the great number of 
nursing associations.’’—(Iswariah.) 


DuTIes oF A TUBERCULAR PATIENT 


He has duties towards himself and society. He must not 
resign himself to fate and be apathetic. He must build a 
strong determination to get well and so must keep cheerful, 
and follow to the word all directions chalked out by his 
medical adviser. He should understand that this disease 
takes nearly two years to get cured. Any abnormality in the 
routine should be reported and new advice sought. 


The most important duties are towards the society. 


He should be aware that he is a dangerous person, as there - 


are tubercle bacilli in his sputum and other discharges and 
that it is likely that the disease may spread from him. He 
must never spit anywhere except a spittoon which is } full 
with strong phenol (1-20). If he is out of home, he may 
spit in a paper kerchief which can be burnt. The very dirty 
habit of spitting indiscriminately is responsible for the vast 
spread of tuberculosis amongst us. The sputum dries, and 
mixed with the air, and dust, constitutes a great medium for 
the transmission of the disease. Drying of the sputum does 
not kill the tubercle bacillus and hence we should see that it 
is disinfected in the wet stage only. 


The spitton should be washed in phenol and boiled. It 
paper cups are used they can be burnt. The pus from the 
ulcers or sinuses should be caught in absorbent cotton wool 
and burnt. The feeding cups, and bed clothes and other 
utensils must on no account be used by anybody else. 
Nobody should lie in or share his bed. The expectoration 
should never be swallowed as by doing so other organs of the 
body may become infected. 

Sir Hassan Suhrawardy says that ‘‘ Our habits of expec- 
torating on the floor and walls of houses, in public places of 
. resort, recreation grounds, theatres, cinemas, railway 
carriages, buses, etc., are responsible for widely spreading the 
infection. I must also mention that the pernicious habit of 
drinking out of the same cup and smoking out of the same 
hukka pipe and huddling together and sneezing and coughing 
without putting a kerchief over one’s mouth are some of the 
most important causes of the spread of the disease from one 
person to another through the medium of infected saliva and 
expectoration.”’ 


DvutTIEs OF THE RELATIVES 


They must encourage the patient to bear his lot calmly 
and help him in treatment as much as possible. They must 
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not spare money as we can only hope to conquer this white 
plague if our purse is heavy. 

They should be careful about the excreta of the patient 
and it is in their own interest to see that the excreta are 
properly disinfected. They will have to help him in all ways 
possible. As sanatoria cannot be provided for all, some soit 
of home isolation has to be arranged for, and then the rela- 
tives are required to nurse the patient if he is having fever, 
as all febrile patients need absolute rest in bed. They shou! i 
keep the optimum health and wash at once if they come in 
contact with sputum, etc. 

Any room which has been occupied by a consumptive 
should be thoroughly disinfected before being used again. 


Duty OF THE STATE 


‘* Any treatise on prophylaxis or cure of tuberculosis 
without any mention of the association of this disease wit! 
poverty is incomplete as poverty is a social and not an 
individual problem. The importance of the role of the State 
in the treatment of tuberculosis is self evident.’’—Antiseptic. 


The economic condition of the Indians in general is un- 
doubtedly deplorable.. Many men do not know what a ful! 
meal is, not to speak of two square meals a day. Poverty 
is not a crime but it is a curse. It has been proved beyond 
doubt that tuberculosis is a syndrome of various social 
customs and environments. The panacea for all these ills is 
not a few sanatoria and few tuberculosis clinics here an: 
there. We have to hammer forcibly at the root of the cause. 
So long as we find young boys and girls unemployed, masses 
living in one room tenements, it is simply moon shine to 
believe to be able to solve this problem. 

‘* The prevention of tuberculosis in India has proved to 
be more than in the West a socio-economic problem for the 
statesman rather than a technical one for the medical officer, 
who is confronted with the end products of certain cumula- 
tive evils of human existence.’’—Antiseptic. 


Therefore the Government shall have to arrange for 
tuberculosis clinics, well staffed and well financed for every 
district. It shall have to organise self sufficient tuberculosis 
colonies for every Province. Government should encourage 
dairy farming and see that the milk, the principal source of 
protein food of the masses is not polluted. 

A very ambitious programme for any State which aims 
at ending this scourge once for all, shall have to chalk out 
a very generous programme on a broad scale. It shail 
include the following spheres of activity. 


(x) Control of the birth rate in proportion to the means 
of subsistence. 
(2) Improving the housing condition in general and oi 
the labour population in particular. 
(3) Supplying pure milk and a mid-day meal to school 
children. 
(4) Examination of all school children and college boys 


and arranging for the treatment of the defects, 
if any. 
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(5) Arranging for two square meals a day for every 
human being. 
(6) Removing and clearing slums. 


(7) Enforcing rigid laws about early marriages for all 
communities, 


(8) Teaching prospective mothers that repeated preg- 
nancies may endanger their own lives and 
pregnancy can be avoided by modern contra- 
ceptives, 

(9) Dotting the whole country with anti-tuberculosis 
clinics and tuberculosis colonies. 

(10) Inaugurating tuberculosis hospitals for industrial 
areas, 

(11) Social, sickness and health insurance for all persons 
whose pay does not exceed Rs. 40/-. 

(12) Free treatment for the poor, i.e., establishment of 
dispensaries for every 2000 population, all over 

India, so that all diseases shall be efficiently 


The memorandum submitted by the Indian Medi- 
cal Association in connection with the Income Tax 
Amendment Bill of 1938 which has since been passed 
_ into law is published below for information. 


From Dr. K. S. RAY, M.A., B.SC., M.B., CH.B. (Edin.), 


Honorary General Secretary, 
Inp1IAN MEDICAL ASSOCIATION, 
12, Samavaya Mansions, Calcutta. 


To 
THE SECRETARY, 
CENTRAL BOARD OF REVENUE, 
New Delhi. 
Calcutta, 6th October, 1938. 
Sir, 


With reference to your circular letter C. No. 250-1.T./38, 
dated the 14th April, 1938, I beg to submit on behalf of the 
Indian Medical Association the following observations regard- 
ing the Income-Tax Amendment Bill. As the branches of this 
Association are scattered all over India, I regret very much 
that the considered opinion of this Association could not be 
submitted earlier; but in view of the fact that some drastic 
changes are going to be effected by the proposed amending 
bill, I hope that the representation of this Association will 
receive your due consideration. 

1. Every individual should be entitled to claim an 
allowance, irrespective of his total income; for this purpose 
the total income from all sources should be set out and the 
following deductions made therefrom :— 
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treated, and the vitality of the people not 
allowed to go below par. 


(13) Ban on purdah and encouraging to stop such social 
mal-practices which come in the way of people 
breathing pure and fresh air. 

(14) Encouraging housing societies. Enforcing the 
rigid laws of town planning schemes. 

(15) Fixing some decent standard of life as lowest for 
humanity in general and seeing that every 
person is eligible for it. 

(16) There should be a self-sufficient marine station for 
bone and gland tuberculosis. 

(17) There should be societies here like the National 
Society for the Control of Tuberculosis in 
Denmark, with branches in all parts of the 
country, doing propaganda and research work. 
Their function shall be to advise and guide 
other workers. They may run a model centre 

for the same purpose. 


(i) Earned income allowance of 1/5th of the amount of 
earned income subject to a maximum of Rs. 4,000/- per 
annum; 

(it) Personal allowance to an unmarried person, 
Rs. 1,2000/- per annum and in case of married persons, 
Rs. 1,800/- per annum; 

(iii) Children’s allowance for each child under 16 years of 
age or still receiving full time education Rs. 600/- per 
annum; 

(iv) Allowance of Rs. 600/- per annum to an unmarried 
person who has living with him his widowed mother or other 
female relative and who has taken charge of a younger brother 
or sister in respect of whom an allowance can be claimed 


under (iii) above. 


2. The following should be considered as _ legitimate 
business expense in case of medical practitioners in respect of 
which allowances should be made :— 

(i) Annual rent of the premises used partly or wholly for 
professional purposes; 

(ii) Repairs to business premises, furniture and appli- 
ances; 

(iii) Warming, cooling, lighting, cleaning of business 
premises; 

(iv) Salaries, wages of assistants and employees and their 
boarding expenses, if any; 

(v) Travelling expenses when undertaken for professiona! 
reasons; 

(vi) Entire upkeep of conveyances, e.g., carriages, motor 
cars, etc. 

(vii) Entire telephone expenses; 
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(viii) Insurance of vehicles and premises and also of 
apparatus and appliances such as are used for business 
purpose; 

(ix) License of vehicles and Trade and Professional taxes; 

(*) Premium of Life Insurance up to 1/6th of income as 
at present and also premium for sickness or disability benefit 
scheme; 

(vi) Entire subscription to Medical Associations, Societies 
and Journals; 

(xii) Expenses incurred by medical men in connection 
with post-graduate training. 

3. Depreciations, 

Depreciation for plants, appliances, motor cars, medicines 
and books are to be calculated on the original cost and not 
on the already depreciated cost as suggested in the amend- 
ment. In this connection we entirely agree with the views 
expressed by the Indian Chamber of Commerce, Calcutta. 
Depreciations for medical books should be allowed at 25% as 
they become out of date rapidly with the progress of science. 


4. We suggest that in case of disputes arising in’ respect 
of legitimate expenditures incurred for medical profession an 
Advisory Board should be constituted in which representatives 
of the Indian Medical Association should be included. 


With regard to amendments of— 

Section 34 re. retrospective assessment, 

Sections 16 and 17 re. aggregation of income of 
husband, wife and children, 

Section 38 re. powers to Income-Tax Officers to enter 
premises without notice, 

Section 22(3) re. penalties— 

we are in agreement with the views expressed in the 


Memorandum submitted by the Indian Chamber of 
Commerce, Calcutta. 
I have the honour to be, 
Sir, 
Your most obedient servant, 
K. S. Ray, 
Hony. General Secretary, 
Indian Medical Association. 


The above memorandum was submitted to the 
Government of India through Mr. D. P. Khaitan, the 
well-known authority of finances whose knowledge 
and experience of Income Tax matters are highly 
regarded in business circles. Mr. Khaitan when 


interviewed as to the value and nature of the relief 
obtained by the medical profession in the New Income 
Tax Amendment Act, said that the profession had 
practically got everything they wanted 
memorandum. 


in their 
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Regarding the claim of the profession to an 
allowance, irrespective of total income, he said that 
a tax-free allowance of 1500 rupees has been given to 
every assessee and a very iow rate of income tax is 
charged for the next slab of income. Annual rent of 
the premises or portion of the premises used for pro- 
fessional purposes and expenses for repairs have been 
allowed, as prayed for in the memorandum. 


Expense in respect of warming, cooling, lighting, 
cleaning of business premises ; salaries, wages of 
assistants and employees and their boarding ; travell- 
ing when undertaken for professional reasons; upkeep 
of conveyances; telephone; insurance of vehicles and 
premises and also of apparatus and appliances used 
for business purpose and license of vehicles and Trade 
and Professional taxes—all these have been allowed 
as business expenditure if they are not in the nature 
of capital expenditure or personal expenses of the 
assessee but are laid out or expended wholly and 
exclusively for the purpose of the profession. Life 
Insurance premium has been allowed up to a maxi- 
mum of Rs. 6,000/-. Subscription to Medical Asso- 
ciations, Societies and Journals will be also allowed 
as business expenditure. Expenses incurred by 
medical men in connection with postgraduate training, 
will be allowed if it is shown that the expenses are 
incurred for the purpose of profession or vocation. 


Referring to Depreciations, Mr. Khaitan observed : 
The word ‘‘plant’’ has been defined to include 
vehicles, books, scientific apparatus and _ surgical 
equipments for the purposes of the profession. Thus 
depreciation will be allowed on all these things. 
Further, depreciated value of the same things when 


- discarded will also be allowed. This, said Mr. Khaitan, 


represents a real gain to the profession. 


As regards the rate of depreciation for medical 
books, continued Mr. Khaitan, the Indian Medical 
Association should make out a proper case to the 
Government of India. But it should be remembered 
that when books are discarded, the full value thereof 
will be allowed to be written off from the profits. ‘“‘In 
cireumstances,’’ concluded Mr. Khaitan, ‘‘I do not 
know how the Indian Medical Association can suggest 
a rate for depreciation of medical books. But if a 
case is made out, it would be submitted to the 
Government without delay.’’ 


ASSOCIATION NOTES 


Minutes or proceedings of Branches and Affiliated Societies intended 
for publication should be sent to the General Secretary of the 
I. M. A., Samavaya Mansions, Calcutta—Epiror. 


BENGAL PROVINCIAL BRANCH 


Proceedings of a meeting held on Friday, the 27th 
January, 1939, at 7 p.m. at the Association Hall at 
67; Dharamtala Street, Calcutta. 

Members present:—Dr. A. D. Mukharji (in the 
chair), Drs. P .C. Roy, 8. C. Chatterjee, P. K. Guha, 
A. K. Acharya, T. N. Ghosh, Mohini Mohan Chatter- 
jee (Hooghly), Banbehari Banerji, J. K. Majumdar, 
S. K. Bose, K. K. Sen Gupta, Suren Sen (Faridpur), 
Bolin Ghosh, B. K. Ghosh (Barrackpore), B. P. 
Tribedi, J. C. Banerjea and Capt. A. C. Banerjee 
(Baruipur). 

1. The proceedings of the last meeting were 
read and confirmed. 


2. The statement of accounts for the quarter 
ending 3lst December, 1938, was inspected. 


3. A sub-committee was formed consisting of 
the following members to make arrangements for pro- 
paganda work in connection with the formation of 
new branches :— 

Drs. K. K. Sen Gupta (Convener), T. N. Ghosh, 
Jibananda Mukherji (Howrah), M. Chatterjee (How- 
rah), and J. C. Banerjea. 


The above sub-committee was authorised to co- 
opt members, if necessary. 


4. The following additional members to the 
Bengal Provincial Council were elected for the year 
_ 1988-39 [vide Rule 17 (3)]:— 

Drs. Sudhir Maitra (Howrah), Tarapada Chatter- 
jee (Howrah), Molin Chatterjee (Howrah), Balai 
Seal (Chandernagore) and Sudhir K. Datta (Calcutta). 


5. A sub-committee consisting of the following 
members was formed to formulate a scheme for Rural 
Medical Relief in this province :— 

Drs. K. K. Sen Gupta (Convener), Banbehari 
Banerjea, Sir U. N. Brahmachari, A. D. Mukharji, 
P. K. Guha, M. U. Ahmad and Sambhu Nandi 
(Barrackpore). 
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6. The letter dated 24-10-38 from the Hony. 
General Secretary, I. M. A., forwarding a draft of 
the National Health Insurance Bill, was placed before 
the meeting. 

Resolved that the above sub-committee (as per 
resolution No. 5) be requested to consider the matter. 


7. The letter No. 12016G dated 14-11-38 from 
the Registrar, High Court, Calcutta, regarding Rate 
of fees payable to a medical practitioner for attend- 
ance as a witness in a court, was placed before tlie 
meeting. 

Resolved that consideration of the matter be 
postponed till a copy of the Civil Rules and Orders, 
as quoted by the Registrar, is available. 


8. & 9. A sub-committee consisting of tlie 
following members was formed to give effect to the 
resolutions passed at the last 2nd Bengal Provincial 
Medical Conference held at Hooghly and at the All- 
India Medical Conférence held at Meerut :— 

Drs. K. K. Sen Gupta (Convener), 8S. K. Bose, 
Subodh Datta, T. N. Ghosh, Sir U. N. Brahmachavri, 
M. M. Chatterjee (Howrah) and Suren Sen (Farid- 
pur). 
10. The letter dated 14-1-39 from the MHony. 
General Secretary, I. M. A., was considered. 

Resolved that this Council fully endorses the 
following resolution on the budget which was passed 
at the Annual General Meeting at Madras in Decem- 
ber, 1937:— 

‘This Annual General Meeting is of opinion that 
it should have the power to consider, to modify or 
alter the budget of the Central Council.” 

As regards suggestions for any changes in the 
rules of the Association, a sub-committee consisting 
of the following members was formed and the su)- 
committee was further requested to submit its find- 
ings before the next meeting of the Council :— 

‘Drs. K. K. Sen Gupta (Convener), T. N. Ghos!i, 
B. Banerjea, A. D. Mukharji, P. Chatterjee, 5. 
Mukherji and P. C. Roy. 
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11. Resolved that meetings of this Provincial 
Council be held on the third Tuesday of every month. 

With a vote of thanks to the chair, the meeting 
came to a close. 


K. K. Sen Gupta, 
Jt. Hony. Secretary. 


A. D. 
Chairman. 


CALCUTTA BRANCH 


A meeting of the Executive Committee was held 
on Tuesday, the 7th February, 1939, at 7-30 p.m. 
at the Association Hall at 67, Dharamtala Street, 
Caleutta. 


Members present:—Drs. Subodh Datta (in the 
chair), S. C. Chatterjee, 8. K. Bose, P. K. Guha, 
B. N. Ghosh, M. U. Ahmad, P. C. Roy, K. K. Sen 
Gupta, B. P. Tribedi, B. Banerjea, J. C. Banerjea 
and Capt. R. P. Banerji. 


Before proceeding with the ordinary business of 
the meeting, the President moved the following re- 
solution from the chair which was unanimously passed, 
all the members standing :— 


Resolved that this meeting of the Executive 
Committee of the Indian Medical Association, Calcutta 
Branch, expresses its deep sense of sorrow at the sad 
demise of Dr. T. N. Mazumdar, a member of this 
Association and ex-Chief Health Officer of the Calcutta 
Corporation, and offers its sincerest condolence to 
the members of the bereaved family. 


Resolved further that a copy of the above reso- 
lution be sent to Mrs. Mazumdar. 


1. The proceedings of the last meeting were 
read and confirmed. 


2. The statement of accounts for the month of 
January, 1939, was inspected. 


8. The letter dated 18-1-39 from Dr. Sudhir 
Bose regarding Classified List of Physicians and Sur- 
geons in the Telephone Directory, was placed before 
the meeting. 

_ Resolved that a letter be addressed to the Bengal 
Council of Medical Registration drawing their atten- 
tion to the fact that some medical men have given 
their consent in writing to the Bengal Telephone 
Corporation, Ltd., to publish their names in the 


Classified List of Physicians and Surgeons in the - 


Telephone Directory, and also seeking their advice in 
the matter. 
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Resolved further-that the attention of the Bengal 
Council of Medical Registration be also drawn to 
the following resolutions passed by this Association 
at a special general meeting held on 5-8-38:— 


(i) Resolved that the Medical Practitioners re- 


‘ gistered under the Bengal Council of Medical Regis- 


tration Act of 1914 should refrain from signing their 
names in the forms (circulated by the Bengal Tele- 
phone Corporation Ltd.) for the purpose of publish- 
ing their names (free of charge) in a Classified List 
in the Telephone Directory as proposed by the 
Bengal Telephone Corporation Ltd., as such act on 
the part of the practitioners is regarded as an infringe- 
ment of the ethical laws governing the medical 
profession. 


(ii) Resolved further that a copy of the Resolu- 
tion passed by the Bengal Council of Medical Regis- 
tration in 1923 on this question, as mentioned below, 
be published in the press for information of the pro- 
fession and the public :— 


“That in the opinion of the Bengal Council of 
Medical Registration the publication of a separate 
list of medical practitioners in the Telephone Direc- 
tory, as proposed by the Bengal Telephone Corpora- 
tion will not be in the interest of the public or the 
profession, and that it is open to objection on the 
following grounds, namely :— 


(a) that it will act more or less as an advertise- 
ment. 


(b) that it will be misleading inasmuch as it may 
contain the names of many self-styled 
‘doctors’ who may not possess any proper 
medical qualifications and whose names may 
thus be prominently brought to the notice 
of the unwary public; and 


(c) that it will necessarily be an incomplete list 
as the names of many qualified medical practi- 
tioners who decline to pay the special fees, 
will be left out of it.” 


(iii) Resolved further that a copy of the above 
resolution of the Bengal Council of Medical Registra- 
tion be forwarded to the Bengal Telephone Corpora- 
tion, Ltd. 


(iv) Resolved that the above resolutions be 
published in the press and a copy of these be sent to 
the Bengal Telephone Corporation, Ltd. 
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4. Dr. Mrs. Suborna Mitra was elected repre- 
sentative of this Branch to the Provincial Council for 
the year 1938-39. 


5. The letter dated 23-1-39 from the General 
Secretary, I. M. A., regarding payment of contribu- 
tion to the Central Fund for the year 1937-38, was 
placed before the house. 


Resolved that a letter be written to the General 
Secretary drawing his attention to the fact that con- 
tribution to the Central Fund on behalf of this Branch 
for the year 1937-88 has been forwarded to the Bengal 
Provincial Branch. 


6. The recommendations of the Library Sub- 
Committee were placed before the meeting and re- 
solved that the following medical journals, as recom- 
mended by the Library Sub-committee, be sub- 
scribed from the fund of this Branch from January, 
1939 :— 

Lancet, Indian Medical Gazette, Journal of the 
American Medical Association, Annals of Internal 
Medicine, British Journal of Surgery, Journal of 
Obstetrics and Gynecology of the British Empire, 
Medical Press and Circular and British Medical 
Journal. 

Resolved further that the card system as re- 
commended by the Library Sub-committee be intro- 
duced for issuing books to members. 


7. The resignations from the following two 
members were accepted subject to paying up their 
arrears :— 

(1) Dr. J .N. Majumdar, (2) Dr. Phanindra Nath 
Ghosh. 

With a vote of thanks to the chair, the meeting 
came to a close. 


P. C. Roy, 
Secretary. 


M. 
Chairman. 


JALPAIGURI BRANCH 


A meeting of all the medical practitioners of 
Jalpaiguri was held under the auspices of the Branch, 
on 5-83-39 at 7 p.m. Dr. ‘arak Nath Karmakar, u.m.s. 
presided in the meeting. The following were 
present :— 


Drs. T. N. Karmakar, T. P. Sanyal, A. K. 
_ Ganguly, D. N. Karmakar, A. D. Guha Neogy, S. C. 
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Bhowmik, M. Ahmed, 8. Chatterjee, C. H. Gupta, 
P. Saha, J. C. Ghose, 8. K. Bose, D. C. Bose, K. 
Mukhuti and C. Sanyal. 


The following resolutions were passed unaui- 
mously :— 


(1) Be it resolved that this meeting of the mei- 
cal practitioners of Jalpaiguri expresses its deep ad 
heart-felt sorrow at the sudden and premature dem se 
of His Excellency, Lord Brabourne, the late lament..d 
Governor of Bengal, which it considers to be a severe 
and an irreparable loss to the country. 


(2) Resolved that this meeting of the medical 
practitioners of Jalpaiguri mourns the loss of late Tr. 
Tarakanta Chatterjee, L.M.F., the oldest physician of 
this town and also of late Kali Mohan Sen, Kavirsj. 
one of the seniormost Ayurvedic physicians. 


(3) That a copy of the above resolutions be sent 
to the members of the bereaved families. 
T. Karmakar, 
President. 


AMRITSAR BRANCH 


At an ordinary meeting of the Indian Medical 
Association, Amritsar Branch, held on the 25th Febru- 
ary 1939, the following office-bearers were elected un:- 
nimously : 

President—Dr. H. R. Madan, M.B., CH.B. 


Vice-President—Dr. Manohar Lal Chopra, M.»., 
B.S. 


General Secretary—Lieut. K. C. Kandhari, 
B.SC., M.B., B.S. 

Jt. Secretary—Dr. Sain Das Miglani, m.B., B.s. 
Treasurer—Lieut. Randhir Singh Seagat, m.x., 


B.S. 
Members of the Executive Committee—Drs. 
Karam Chand Mehra, t.M.p., Jagat Ram Seth, u.M.v., 
Balbir Singh Gund, u.s.m.¥, and Chuni Lal Chatrat!:, 
L.M.P. 
K. C. Kanpuart, 
Hon. Secretary, 


MULTAN BRANCH 


The following resolution was passed by tlie 


Multan Branch: 


Resolved that we, the members of the Indian 
Medical Association, Multan Branch, express our deep- 
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felt sympathy with the bereaved families at the sad 

aud untimely deaths of K. $8. Dr. Rahim Baksh 

u.p.t. and Dr. D. C. Soni, u.m.s., who were very 

popular and active members of our medical pro- 

fession. 

D. C. Buupant, 
Secretary. 


SIALKOT BRANCH 


The following office-bearers were elected for the 
year 1988-39: 

President—Dr. Hansberger, M.p. 

Vice-President—Dr. Hagqiqut Rai. 

Secretary—Dr. J. U. Madan. 

Treasurer—Dr. N. N. Chibher. 


Members of the Executive Committee—Dr. 
Sardarilal Jain and Dr. Kishan Chand. 


GONDA BRANCH 


The fourth meeting of the year was held in the 
Civil Surgeon’s Office on February 18, 1939, Rai 
Bahadur Dr. Sen Roy presiding in the absence of 
the President. The minutes of the last meeting were 
read and confirmed. ‘Three interesting clinical cases 
were then discussed and demonstrated : 


Dr. Miss Dube read out the clinical notes of an 
operated cystic ovarian tumour. 


Case 1. Patient Ratti, Hindu female, age 20 years, 
resident of Utraula (Gonda). History—enlargement of 
abdomen for one year and a half, amenorrhoea for one year. 
General condition—patient was very anemic and thin but 
no cedema over feet, etc. Pulse—7o per minute. Tongue 
clean. Externally—abdomen more than normal full term 
pregnancy. 

Measurement at Umbilicus—42”, 1” above umbilicus— 
43”, 1” below umbilicus—42”. : 

Fluid thrill present, no shifting dullness, dilated veins 
very prominent. 

P. V.—Uterus small, felt quite separately from the 
swelling, which was filling up all the fornices. 

Treatment given was for weakness and the anemic condi- 
tion preparatory to operation. She was. prescribed: Ferri et 
amm. citras—gr. xv, Tr. nux vomica—m. iii, Glucose—dr 3}, 
Aqua ad.—1 oz. T. D. S. 


Operation: was performed by Rai Bahadur Dr. Sen Roy, 
the Civil Surgeon, on January 12, 1939. The abdomen was 
opened and the cyst was tapped as it was a huge one and 
shelling out in situ was impossible. ; 


JOURNAL ASSOCIATION NOTES 


— 435. — 


Vou. VIII, No. 7 
' APRIL, 1939 


Thick viscid dark brownish fluid about 44 pints removed. 
Then the cyst and left side appendages which formed the 
pedicle were removed. 


Post operative—The patient was put in Fowler’s posi- 
tion. Intravenous glucose saline 25 c.c. and glucose rectal 
saline 10 per cent., 4-hourly glucose, soda bicarb. with 
brandy dr. } to 1 oz. of aqua qs. Pulse 130 per minute; 
Temperature 100°4°F. 


Distension of abdomen marked, pain and restlessness 
marked, passing urine freely—Pituitrin 1 c.c. repeated 
6-hourly. 


Mist. stimulant, 1 oz., brandy } dr. every 3 hours. 

On subsequent day, Pituitrin repeated. 

14th January—By the evening distension completely 
relieved and general condition slightly improved. 

On the 17th January, general condition much improved. 
No distension. Temperature 99°F. Pulse 104, fair in volume 
and tension. 


On the 22nd January patient had an attack of malaria. 
It settled down with Quinine—gr. v, Aqua ad—1 oz., t.d.s. 


The patient improved a good deal in general health and 
anemia markedly improved and on 13-2-39 she disappeared. 
It would be interesting to follow up the subsequent sexual 
life of the woman to see if she could normally conceive as 
the patient was very young. 


The clinical notes of another case were read out 


by Dr. 8. B. Sinha: 


Case 2. Suspected malignant growth connected with 
liver. Patient—Cheddi Lal’s wife, aged 45 years. Has four 
daughters, eldest one being about 30 years of age. Has four 
sons, the youngest is about 5 years of age. Menstrual history 
regular. Had occasional abdominal colic at intervals of a 
few months for the last 5 years. 


History of present illness is of ten months’ duration. 
Started with pain below the right costal arch and after 4 
months a small hard swelling was noticed. This has gradually 
increased till it has attained the size of a fairly big orange 
now. Pain has increased for the last four days and _ has 
extended to the pit of stomach. 


Physical examination—General appearance cachectic. 
Appears to be anemic and suffering from extreme pain. 
Temperature 98°4°F. Pulse Tongue slightly furred, 
teeth not regularly set but no pyorrhcea alveolaris. No 
abdominal glands felt. Is usually constipated, not able to 
pass flatus. Bowels have not moved. Patient has never 
been jaundiced. Respiratory and _ circulatory systems— 
normal. 


Neurovascular system normal, no lymphatic enlargement. 
Urogenital system normal. 


Local condition—There is a fairly hard swelling almost 


the size of an orange evidently connected with the liver. It — 


is movable and the surface gives a hobnail feel. Upper 
margin of liver is normal, lower margin connected with the 
swelling extends to about 4” in the mammary line. 
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Differential diagnosis, to my mind, lies between syphilitic 
disease of the liver and malignant growth connected with the 
liver. Other possibilities in view of this definite history of 
growth and extreme pain seem to be nil. Usually syphilitic 
disease shows in nodular swelling and pain is rare. The 
suspicion is towards malignant growth connected with the 
liver. Since reporting the patient developed jaundice in 
the eyes and severe pain and morphine } gr. had to be 
injected but it relieved her for 24 hours only. Eukodal was 
suggested but could not be tried as the patient went away. 
Glucose D frequently in solution was given and subsequent 
severe pain was relieved by octinum~liquidum (Knolls). 
Patient’s jaundice has cleared up but urine is still quite thick 
and yellow and pain comes on in severe paroxysms when 
nothing seems to relieve her. 

Treatment given so far is symptomatic. Pain is relieved 
by Veramon. Cobra Toxyl (Bathgate) has been suggested by 
the Civil Surgeon and as soon as it is available injections 
will be started. (Reference to Cobra Toxyl treatment can 
be had in Indian Medical Gazette, page 339 1937, and Indian 
Medical Gazette, August, 1938, in an article by Col. Chopra). 


The following clinical notes were read out by 
R. B. Dr. Sen Roy. 


Case 3. Post-operative hematemesis and melena in a 
case of elephantoid scrotum. 

Ramzan, aged 4o years. Duration 10 years. Tumour 
reaching to both knees used to be supported by dhoti 
and kept on the posterior side of thigh. Weight, 14 lbs. 
after removal. Operation performed on 14-1-39, took about 
3 hours and the patient inhaled between 2 and 2} oz. of 
chloroform. 

Next day he started vomiting and later on in the day 
started bringing out coffee-ground matter. His pulse was 
very low tensioned and he appeared to be hovering between 
life.and death. He continued in this condition for two days. 
He was given intravenous calcium chloride and 20 c.c., 
glucose solution by the same route twice daily. 

He started melena on the 6th day and again vomited 

coffee-ground matter the next day. The same treatment was 
continued with the addition of adrenalin and ephedrine 
injection followed by hemostatic serum 5 c.c. and the patient 
eventually improved. The patient had made speedy progress 
and has now practically recovered. 
Noteworthy points are:—1. Hzematemesis, 2. Malena, 
as a probable complication of chloroform anesthesia. There 
is no history of duodenal ulcer and though the speaker looked 
up books on the subject, Rodney Maingot’s Post-Graduate 
Surgery, Rose Carless Surgery, etc., no mention could be 
found of any such case. Modi’s Jurisprudence, however, 
mentions subcutaneous hemorrhages due to chloroform and 
evidently nothing else could explain this melena and hema- 
temesis (may be hemorrhage from the mucous membrane of 
the stomach in this case, as a sequel to excessive chloroform 
inhalation) except as post-chloroform effect. 


S. B. Srvaa, 
Hony. Secretary. 
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MADURA MEDICAL ASSOCIATION 


The XI Annual Conference of the Association and 
the Medical Exhibition in connection therewith were 
held in the spacious halls of the A. R. High School, 
Madura, on Saturday the 18th February, 1939. The 
halls and grounds were tastefully decorated for the 
occasion. 

Nearly one hundred members and colleagues, of 
whom four came from Trichinopoly, four from Tinne- 
velly and two from Ramnad, attended the Conference. 
Six firms took stalls and exhibited their products in 
an efficient and appealing manner. 

The proceedings commenced at 9 a.m. with the 
opening of the Exhibition on the ground floor by Capt. 
F. A. B. Sheppard, 1.m.s., the President of the Asso- 
ciation. After a tour round the stalls the members 
adjourned to the first floor where the Conference 
began at 9-30 a.m. 

The President in a short speech warmly welcomed 
Dr. T. §S. Tirumurti and other friends who had 
responded in such large numbers to our invitation. 
He then proposed Dr. Tirumurti to the chair. The 
proposal having been seconded by the Secretary, tlie 
learned Principal of the Stanley Medical College 
occupied the chair amidst acclamation. 

The Chairman said that he was extremely glad 
to have had that opportunity of meeting such a 
large number of his past students and friends and 
thanked for the great honour they had done him by 
electing him as Chairman for that day’s function. 
The several items on the agenda were then taken up. 

The minutes of the last meeting of the Associa- 
tion were read and adopted. 

The XI Annual Report and financial statement, 
copies of which had already been circulated to the 
members were on the motion of the Chairman, taken 
as read and on being put to the house, adopted. 

The election of office-bearers for the year 1939 
was then begun. 


President—Capt. F. A. B. Sheppard, 1.m.s. 
Vice-President—Dr. R. Devadoss, u.M.P. 
Secretary—Dr. M. V. Natesan, L.M.P. 
Treasurer—Dr. T. S. Venkatraman, L.M.pP. 


Auditors—Dr. K. §. Sanjivi, m.p., and Dr. K. G. 
Ramabhadran, L.M.P. 
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Members of the Governing Body—Drs. P. 
Vadamalayan, M.B. B.s, (Mrs.) Soundaram, M.B.B.S., 
G. Ramayya, u.m.s., H. 8S. Thomas L.Rr.c.p. & s. and 
Sriramachandran, L.M.s. 


Representatives to the Central Council of the 
Indian Medical Association. The convention set up 
last year of having the Vice-President and the Secre- 
tary as ex-officio members of the Central Council was 
continued this year also. 


Member to the Board of Collaborators of the 
Journal of the I. M. A.—Dr. K. 8. Sanjivi. 


The Secretary, on behalf the Governing Body, 
moved the following resolution :— 


‘Resolved that the subscription of members be 
raised from Re. 1/- to Rs. 1/4/- per mensem in the 
case of resident members and from Rs. 6/- to Rs. 9/-. 
per annum in the case of non-resident members, ex- 
cept in the case of Subsidised Rural Medical Practi- 
tioners whose subscription shall be reduced from 
Rs. 6/- to Rs. 5/- per annum. 


Further resolved that the revised rates do come 
into force from the 1st March, 1939.”’ 


The resolution was seconded by Dr. A. Narayana 
Menon. Some discussion followed and on the duly 
seconded motion of Dr. T. 8S. Ranga Ayyangar the 
resolution was carried subject to the proviso that the 
revised rates be tried for one year. 


The business part of the meeting came to a 
close after a vote of thanks to the outgoing office- 
bearers. 

Capt. Sheppard then gave an interesting lecture 
on ‘‘Volvulus’’. He proved from figures obtained 


from the Government Hospital the great frequency 


of volvuli among cases admitted into the hospital 
with intestinal obstruction, and gave a detailed des- 
cription of the signs and symptoms that help to 
differentiate volvulus from other forms of intestinal 
obstruction: and among cases of volvulus, the 
characteristics of volvulus of different sections of the 
alimentary canal from the stomach to the sigmoid. 
The lecturer then gave a short summary of the opera- 
tive treatment of the condition. 

After the Chairman’s concluding remarks sum- 
marising the salient points of the lecture and congra- 
tulating the learned lecturer on such a lucid presenta- 
tion of the subject the Conference was adjourned for 
lunch. 
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Resuming after. lunch at 3 p.m. Dr. D. K. 
Visvanathan, Health Officer, Madura City, gave a 
lecture on ‘‘Public Health and General Practice’. 
He stressed upon the duty to society the general 
practitioner owed, the wide scope for co-operation 
between the general practitioner and the Pubtic 
Health authorities of the locality, the several schemes 
he had in view for bringing about that co-operation 
and the beginning that has been made in that direc- 
tion by the opening of a Clinical Laboratory by the 
Municipality the other day (15th) for free service 
to medical men. He compared the conditions pre- 
vailing in Detroit, U. 8. A. of which he had personal 
experience with the, conditions in India. He also 
showed by charts and plans of Madura City the in- 
cidence of diarrheas, dysenteries and _ tuberculosis 
about the last of which a detailed survey was being 
conducted with the help of a few members of the 
Association. 


The Chairman thanked the lecturer for his valu- 
able suggestions and ideas, congratulated the Muni- 
cipality on its unique venture which was the first of 
its kind in all India and wished the Health Officer and 
the Municipality every success in their endeavour 
to promote the health of the population in cooperation 
with the members of the profession. 


After tea and a group photo the members eagerly 
assembled again to hear the lecture by the Chairman 
on some modern conceptions of certain diseases of 
the heart. Out of the medley of causes and con- 
ditions of organic disease of the heart all of which 
have hitherto been treated as separate entities, the 
lecturer said that there has emerged only three or at 
the most four groups of organic disease of the heart, 
viz., acute rheumatism .in early life, syphilis in middle 
life and atheromatous changes of old age. There was 
also the acute and subacute endocarditis of strepto- 
and staphylococcal origin. In each of these groups 
of cases he described the pathological changes that 
take place in the endo-, meso- and pericardium and 
showed the identity of these changes here and in other 
parts of the body in that particular group. All other 
supposed causes, of organic heart disease such as 
alcohol, tobacco, diphtheria and typhoid, ete., can, 
the lecturer said, be safely excluded. The ‘strained 
heart’, the ‘weak heart’, the ‘athlete’s heart’ and 
such other current expressions were, he said, loose, 
without any significance and highly dangerous in the 
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interests of the patient and must be eschewed from 
scientific and rational terminology. The learned 
lecturer concluded by being sorry that he had_ not 
chosen for that day a subject with a more rosy prog- 
nosis and thanked the members for their patient 
hearing. Capt. Sheppard, who presided on this 
occasion, in his concluding remarks said that surgery 
has latterly come to the help of the physician in 
relieving some of the conditions mentioned by the 
lecturer and said amidst laughter that the condition 
was not so very gloomy as made out by him. He 
and the Secretary thanked the lecturer for his great 
condescension in having come and given such an 
interesting lecture. 


After dinner a variety entertainment was staged, 
the chief items being a film show on ‘blood’ by Bayer 
Remedies, Ltd., a Jalatarang performance by Baby 
Kamakoti, a girl aged about five years, a recitation 
entitled ‘the Dentist and the Gas’ by Dr. K. G. 
Ramabhadran and a drama “‘ Early Marriage and the 
difficulties of a social reformer.’ All the items were 
highly appreciated. The baby Kamakoti was _pre- 
sented with a ring and Mrs. T. S. Shastri was good 
enough to give away the present, with an appreciative 
speech. 

The Chairman in his concluding remarks praised 
the Association for that day’s successful function; 
Col. T. S. Shastri on behalf of the guests thanked 
the Association for this hospitality. After votes of 
thanks by the Secretary to the distinguished Chair- 
man, guests, the President and members of the 
Association and to the institutions and gentlemen who 
helped the function the Conference dispersed to the 
strains of invocation to the Giver of peace, learning 
and happiness. 


M. V. NatEsan, 
Secretary.. 


TINNEVELLY BRANCH 


- The monthly meeting of the Tinnevelly District 
‘Medical. Association was held at the Subrahmanya 
Karayalar Public Library, Palamcottah, on Saturday, 
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the 25th February, 1939. Members numbering 66 
including 83 women doctors were present. 


After Tea Party and sweet music and_ thrilling 
magic by Prof. Sharma of North India, the meeting 
began under the presidentship of Lieut. Col. T. S. 
Shastry, 1.mM.s., at 6 p.m. 


_ The Secretary and Treasurer read out the minutes 
of the monthly meeting held at Nanguneri on the 
28th of January, 1939, which were passed. 


The proceedings of the Annual General Body 
meeting of the Indian Medical Association held at 
Meerut on the 28th of December, 1938, were read oul. 


The letter from the Association of Surgeons of 
India dated 14th February, 1939, was read out. 


The following were unanimously re-elected as tlic 
members of the Central Council of the Indian Medical 
Association :—Lieut-Col., T. S. Shastry, 1.m.s, Dr. 
L. Mahadevan, m.B.B.s., (Madras), D.o.M.s., (Lond)., 
and Dr. K. Rama Ayyar, M.B.B.s., (Andhra). 


Dr. A. L. Ananthanarayana Iyer, M.B.B.s., of 
Tenkasi, demonstrated a case of postencephalitie state 
Parkinsonian syndrome, combined with hyperthyroid- 
ism in a young adult. 

Dr. M. Venkatachalam Chetty, Sub Assistant 
Surgeon, read out the following cases which were suc- 
cessfully operated and treated in the Government 
Headquarters Hospital, Palamcottah:—(1) A case of 
myelitis. (2) A case of fracture dislocation of spine 
and (8) a case of ‘‘ open mouth.’’ The cases were 
exhibited to the members. The skiagrams relating to 
them were demonstrated by Dr. G. N. Kantayya, B.a., 
M.B.B.S. Each case was fully discussed by the 
members. 

Thereafter Lieut-Col., T. Shastry, 1.M.s., 
summed up the salient and important features of all 
the cases and their differential diagnosis in detail. 


An excellent dinner party brought the happy 
gathering to a close at 10-30 p.m. 


K. Rama. Ayyar, 
Secretary and Treasurer. 
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NECESSITY OF DRUG LEGISLATION 
IN INDIA 


To prevent the huge traffic in adulterated and 
spurious drugs, which is a grave menace to public 
health and welfare in India the Drugs Enquiry Com- 
mittee set up by the Government of India under the 
chairmanship of Col. R. N. Chopra in 1930-31 -stress- 
ed upon the necessity of passing suitable legislation 
on an All-India basis. Since then leading members 
of the medical proféssion and industry concerned 
have persistently urged the necessity of putting a 
stop to this growing menace. The Government of 
India introduced a Bill in the Legislative Assembly 
in 1937 which was applicable only to imported drugs 
but later it was withheld and the Government an- 
nounced their intention of proceeding with a more 
comprehensive legislation applicable not only to 
imported but also Indian manufactured drugs. Simi- 
lar legislations are already in force in all advanced 
foreign countries. In the United Kingdom there is 
the Food and Drugs Act, 1928, dealing with the 
manufacture, importation and sale of food and drugs 
and Therapeutic Substance Act, 1925, for warez 
the therapeutic substances. In U. 8. A., there is 
the Fedéral Food and Drugs: Act which conteols both 
the: drugs and therapeutic substances. The Indian 
Chemical Manufacturers’ ‘Association has submitted a 
draft Bill: to the Government which aims at control- 
ling the manufacture, importation ‘and sale of all 
drugs and medicines including pian tee substances 
such as sera, vaccines, ete. 


Among the. more important provisions of the 
Bill there is a demand for the establishment. of a 
Drug Control Board consisting of experts, manu- 
facturers. and medical practitioners so that éxpert 
technical and commercial advice and guidance would 
always be available. to the,Government in the matter 
of framing rules and, regulations prescribing ‘standards 
of purity, strength,'etc., of drugs and medicines and 
issuing of permits for imports of ‘drugs. The Asso- 
ciation also urges the, neeessity of taking early steps 
for compiling an Indian Pharmacopeia which would 
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lay down standards for all drugs and medicines used 
in India, and the enactment of an All-India Pharmacy 
Act for training, education and _ registration of phar- 
macists which would go a great way in helping to 
check the sale of spurious and worthless drugs. The 
principles of the Bill submitted by. the Chemical 
Manufacturers’ Association should receive 
consideration of the Government. (Science and 
Culture). 


‘THE PLANCHROMAT: A NEW MICROSCOPE 
OBJECTIVE 


A new microscope objective, the planchromat, 
has been produced in the laboratories of Carl Zeiss in 
Jena, after a long period of research. This objective 
gives equal sharpness in definition throughout the 
whole field of vision and is a distinct improvement 
upon other types available uptil now. With different 
types of microscope objectives now in use, if the spot 
at the centre of the field be sharply in focus, the field 
would become increasingly blurred towards the edges. 
Sharpness of definition at the centre of the field at 
the expense of that at the surrounding area was pre- 
ferred tothe equalized but lessened definition every- 
where. This difficulty has been done away with in 
the new type of lenses and at present the new lenses 
are available in different magnifications. (Science 
and Culture). 


CANCER OF THE LUNG 


Cancer of the lung is increasing. This is generally 
admitted by radiologists, who see more eases than 
any individual surgeon or physician. The cause of 
this increase remains in doubt. In these cireums- 
tances it would be unwise to overlook the suggestion 
of Mr. Davis Brownlie that ‘it may be due to tar dust 
from our tarred roads. This dust is universal. We 
know that tar-derivatives and tar itself are exceed- 
ingly potent cancer producers. As Mr. Brownlie 
says: ‘‘Research work on the subject should have been 
carried out years ago.’’ (Medical World). > 
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HOW TO AVOID THE DANGERS OF RADIUM 


To avoid the dangers of radium nurses at the 
London Radium Institute carry on them a little con- 
denser chamber which records any dosage of radiation 
they receive in the course of the day. Each day the 
condenser chambers are examined to see that they 
have not been exposed to too much energy. To reduce 
the time that they need to be in the treatment room 
periscopic mirrors are arranged so that the nurses 
can keen an eye on the patients from another room. 
Microphones and loudspeakers enable the patient and 
nurse to talk to each other, if necessary. In four 
years’ work with the radium beam, which is rather 
less safe than handling a burning incendiary bomb, no 
single member of the staff has suffered ill-effects from 
exposure to radium. 


EFFECTS OF LOWERING OF ATMOSPHERIC 
PRESSURE 


Experiments on human and animal subjects have 
been made during the past few years to note the 
influence of a lowering of the atmospheric pressure 
as encountered by aviators at very high altitudes. 
At the October 25, 1938, meeting of the Academie de 
medecine of Paris, a report of experimental observa- 
tions was submitted by Dr. Cluzet and his co-workers. 
Special attention was devoted to the analytic and 
graphic study of electrocardiographic disturbances as 
well as to alterations of blood pressure. 


The practical conclusions of these experiments 
are that they confirm the favourable influence of 
inhalations of oxygen and of the carbon dioxide- 
oxygen mixture on cardiovascular disturbances at 
high altitudes. The differences in the action of oxy- 
gen and the carbon dioxide-oxygen mixture are too 
slight to indicate that the reaction of the carbon 
dioxide-oxygen mixture is better. Inhalation of 
either oxygen or the carbon dioxide-oxygen mixture 
will suffice to prevent cardiovascular disturbances in 
aviators if they are employed above an altitude of 
6,000 meters. From this altitude upward, inhala- 
tions of oxygen or of the carbon dioxide-oxygen 
mixture are difficult to carry out, but this is not true 
of injections of strychnine and acetylcholine, which 
should be used as_ substitutes above this altitude. 
(J. A. M. A.). 
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ELECTRICITY IN AID OF DIGESTION 


The Scientific American of January, 1939, reports 
a method and equipment for introducing soft-curd 
characteristics into milk by the application of sonic 
energy—high frequency virbrations. Cow’s milk 
nowadays is modified by various expedients to give 
a more readily digestible curd. The apparatus use| 
to apply the vibrations to milk consists of a stainless- 
steel diaphragm approximately two feet in diameter 
which is vibrated electromagnetically at a frequency 
of 860 vibrations per second. A stainless-steel cover 
is provided, which can be bolted against the diapli- 
ragm, thus forming a chamber. The milk to be 
treated is introduced into this chamber through the 
inlet opening at the outer edge of the cover and in 
order to pass out of this chamber must of necessity 
flow over the centre of the diaphragm where it is 
subjected to intense vibration before passing out 
through the centrally located outlet opening in the 
cover. The unit is capable of handling milk at the 
rate of 250 gallons per hour with a power consump- 
tion of dpproximately five horse-power. (Science and 
Culture). 


BYRAMJI JEEJEEBHOY MEDICAL SCHOOL 


After warmly thanking the Organisers of the 
function for having done him honour to preside’ over 
the Diamond Jubilee celebration of the School, held 
at Ahmedabad on the 5th February last Dr. Jivra; 
Mehta said that from what he had gathered that 
morning after going round the school and the hospi- 
tal, he understood that when the admission oi 
students in the olden days was very restricted, sufti- 
cient facilities existed for the practical instruction 
of the small number of students. Since the first de- 
cade of the present century, the scope of the school 
had changed. Instead of training students mainly 
for military medical requirements, the School catered 
entirely for the civil side. The number of admissions 
was increased with the result that while the scienti- 
fic side of the modern medicine had developed consi- 
deraly, the School lagged behind; and the instruction, 
instead of being either practical as used to be before, 
or scientific as was to be expected in a modern medi- 
cal institution had become relatively more theoreti- 
cal. When the standard of general education 
amongst the new admissions was the Matriculation 
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or even lower, the lack of facilities for sufficient 
scientific instruction might not have been noticed by 
the students. Now that the minimum standard of 
general education required for admission to the school 
was Inter Science, it was to be expected that the 
students seeking admission to the School, who had 
already enjoyed good laboratory facilities for their 
scientific training in chemistry, physics and biology, 
would not be satisfied with the poor provision for 
scientific training in physiology and pathology at the 
School or for poor clinical training in the outdoor 
department. This was a serious problem, he said, 
which the School authorities would have seriously to 
tackle. 


With regard to the emphasis which Dr. Joseph 
Benjamin and several other speakers had placed on 
the exclusion of the licentiates from the purview of 
the Medical Council of India, and to the lack of provi- 
sion for the licentiates to take the University degree 
examinations in medicine, Dr. Jivraj Mehta said that 
so far as he was concerned, he had from the begin- 
ning fought against the exclusion of licentiates from 
the purview of the Medical Council of India as he 
had regarded such exclusion as a retrograde step. It 
was, he said, responsible for the continued poor 
equipment and staffing of medical schools in India 
which still. continued. He, however, said that the 
Indian Medical Association was putting up a strong 
fight in this connection and hoped that an agreed 
amendment of the Indian Medical Council Act would 
soon be brought forward enabling the Medical Council 
of India to exercise control over the education impart- 
ed in the Medical Schools in India in the same way 
as over the University degrees. 


As regards the provision of facilities for the 
licentiates to enable them to take up the University 
medical degrees he said that he had moved in the 
University of Bombay in the matter and that the 
Medical Faculty of the Bombay University had al- 
ready passed a resolution approving of such a course. 
They would, however, appreciate the fact that the 
University would insist on a minimum standard of 
general education, i.e., Inter Science. Those licen- 
tiates who had passed such a test of general educa- 
tion and had put in the courses of study which they 


had not for the licentiate course, would thus be en-- 


abled to appear in the University medical examina- 
tions. 
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He entirely agreed with the unanimous demand 
of the licentiates themselves to do away entirely 
with the licentiate system of instruction and to 
provide one uniform minimum standard of training 
and qualification for practitioners of modern scienti- 
fic medicine. He said that so far as he knew, the 
present Minister of Health was keen on bringing this 
about as early as possible. Once the minimum 
standard of instruction corresponded to that of the 
University requirements and the licentiate course 
was abolished, they would appreciate that it would 
be necessary for them to request the Government 
of Bombay to amend the Bombay Medical Council 
Act, so that reciprocity in registration should not be 
extended to those Provinces which had failed to 
raise the standard of medical education in their 
province and which still continued the licentiate 
course of instruction. At the present moment both 
the graduates and the licentiates in medicine 
were registered on the Bombay Medical Register. 
On account of reciprocity with the other Medical 
Councils in India, the licentiates trained from 
Medical Schools in the different provinces continue 
to be registered in the Bombay Medical Register 
and be also allowed to practise medicine in 
the Bombay Presidency. If, however, on the aboli- 
tion of the licentiate course of instruction in the 
Bombay Presidency a similar progressive step was 
not taken in the other provinces, it would be neces- 
sary, he said, to safeguard the interests of medical 
practitioners in the Bombay Presidency by prevent- 
ing the new licentiates from such provinces from 
settling down in Bombay for medical practice. This 
would, no doubt, need an amendment of the Bombay 
Medical Act. If this was not done, our own students, 
who would ‘have undergone seven years’ instruction 
after Matriculation and spent a lot of time and money 
for such instruction, would be placed at a disadvantage 
if persons with a lower standard of medical educa- 
tion are permitted to practise in the Presidency. If 
imposition of such a restriction became necessary no 
one could blame Bombay. He, however, hoped that 
early steps would be taken by all Provinces to imple- 
ment the decision of the Delhi Conferetice in this 
connection. 

Dr. Jivraj Mehta then said that there was one 
question which nobody had raised at the meeting, 
viz. the fate of those failed L.c.p.s. students who at 
the present moment were debarred from appearing 
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in the Final examination for not being able to keep 
terms, subsequent to their failure for more than 4 
times in accordance with the Rules and Regulations 


of the College of Physicians and Surgeons. He could - 


not complain of the restriction which the school 
authorities had placed on the readmission of students 
who had failed a number of times, to prevent over- 
crowding so that the instruction of the regular students 
did not suffer. He said that he had moved in the 
matter on his own over a year ago, and had written 
to the Superintendent of the Seth Vadilal Sarabhai 
General Hospital, Ahmedabad, suggesting that the 
Hospital authorities might apply to the Council of 
the College of Physicians and Surgeons, for recogni- 
tion so that the clinical material available in that 
Hospital, which was well equipped and well staffed, 
might be utilised in the interest of those unfortunate 
failed students who failed to secure readmission in 
their own schools. It was unfortunate, he said, that 
no response to his suggestion came from the authori- 
ties of that Hospital. It was, however, the duty of 
the College of Physicians and Surgeons to find a way 
out of the difficulty. He had, therefore, moved at 
the last meeting of the Council of the College of 
Physicians and Surgeons suggesting that a con- 
ference might be convened of the representatives 
of Government and of the College of Physi- 
cians and Surgeons to find a way out of the present 
difficulty and enable the failed students to put in the 
course of training necessary for appearing in the Final 
L.c.P.8. examination. He was glad, he said that the 
Council of the College of Physicians and Surgeons had 
approved of his suggestion and that Government had 
already been written to in the matter. 


- 


BOMBAY MEDICAL COUNCIL 


The following extracts from a summary of the 
‘preceedings of the meeting of the Bombay Medical 
Council held on the 6th February, 1939 are published 
for. information :— 


proceedings, 
the President moved from the Chair and it was agreed 
that the Council put on record their sense of the loss 
suffered by the death of Dr. Rajabally V. Patel, who 
had been a member of the Council from the beginning. 


The Council proceeded to consider the application 
of Mr. M. 8. J. DeSouza, Retired Military Sub-Assis- 


Before the commencement of the 
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tant Surgeon, for the restoration of his name to the 
Bombay Medical Register and resolved that his name 
be restored to the Register. 


The Council proceeded to consider the question 
raised by the Bombay Medical Union whether, in 
view of clause (j) of rule 1 in section IL of the Code 
of Medical Ethics, a registered medical practitioner 
can attend, in response to a manufacturer’s invita- 
tion, at functions wherein scientific films, etc., are 
shown by firms or manufacturers or their agents or 
where trade medical films are exhibited by Medical 
Associations, and it was resolved that so long as no 
reference is made to any proprietary product, it is not 
in contravention of clause (j) of rule 1 in section II 
of the Code of Medical Ethics for medical practi- 
tioners to attend any such functions. 


The Council proceeded to consider an allegation 
against Mr. Chimanlal L. Amin, M.B.B.S., that a 
certain vaccination certificate and an anti-cholera ino- 
culation certificate given by him to a passenger were 
not true, and, after taking into account the resulls 
of the enquiries made in regard to the marks of the 
vaccination and anti-cholera inoculation, what serum 
was used for the inoculation, how he made sure about 
the identity of the person concerned, how long the 
person was known to him, etc., it was resolved that 
Mr. Amin be warned to be more careful regarding 
the identity of the persons to whom he gives certi- 
ficates. 


The Council proceeded to consider a motion made 
by Mr. U. B. Narayanrao (1) that Government be 
recommended to pass an enactment penalising those 
using the prefix ‘‘Doctor’’ or ‘‘Dr.’’ other than by 
registered medical practitioners and those holding a 
doctorate of a recognised University and (2) that the 
Council appoint visitors to attend and be present at 
the professional examinations required for obtaininy 
the qualifications of the Licensing Bodies in this Pro- 
vince, and it was resolved, as regards the first pro- 
posal, that as the point raised therein is already 
covered by the Bill to Prohibit the Conferment of 
Unauthorised Medical Degrees, etc., and Assumption 
thereof, no further action is necessary in respect of 
this proposal As regards the second proposals, it 
was resolved (i) that, so far as the medical examina- 
tions of the Bombay University are concerned, it be 
suggested to the Medical Council of India that they 
may associate 2 nominees of the Bombay Medical 
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Council with the Inspectors »ppointed by the Medical 
Council of India to inspect the Medical Colleges in 
the Province of Bombay, and that ,should the Medical 
Council of India not agree to the above suggestions, 
the Bombay Medical Council should appoint their 
own visitors to be present at the University Medi- 
cal Examinations, and (2) that, with regard to the 
examinations of the College of Physicians and Sur- 
geons of Bombay, the question be considered along 
with the other items suggesting the appointment of 
visitors to attend and be present at the examinations 
of the D.O.M.S. and the D.G.O. of the College. 


The Council proceeded to consider the following 
reply received from Government with regard to a pre- 
vious resolution of the Council (viz., that the Council 
is of opinion that the practice of getting countersigna- 
ture on medical certificates granted by registered 
medical practitioners is against the principles and 
spirits of the Bombay Medical Act, VI of 1912, 
[section 10 (2)] and recommended to Government to 
put a stop to this practice) :— 


Government’s reply :—‘‘Medical certificates gran- 
ted by registered medical practitioners recommending 
leave to Government servants are ordinarily accepted 
by Government and the heads of Government offices 
in this Province, provided that the certificates are in 
the from prescribed by Government. It is only in 
special cases where an excessive amount of leave is 
recommended, or where the head of the office has 
special reasons that the right of calling for a second 
medical opinion from the Presidency Surgeon or the 
Civil Surgeon is exercised. In the circumstances 
Government is unable to accede to the request made 
by the Bombay Medical Council.’ 
and it was resolved that Government be requested 
to inform the officers to whom medical certificates 
are referred that they should comply with rule 8 in 
section II of the Code of Medical Ethies, which is 
quoted below :— 


**8. When it becomes the duty of a practitioner 
occupying an official position to see and report upon 
a case of illness or injury, he should communicate 
with the practitioner in attendance, so as to give him 
the option of being present. The practitioner seeing 
the case officially should scrupulously avoid interfer- 
ence with, or remarks upon, the treatment or diagno- 
sis that has been adopted.”’ , 
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The Council proceeded to consider a passage in 
the Bulletin of the European Association for Sep- 
tember, 1938, brought to notice by Mr. C. J. Ghia, 
L.M. & S., M.L.A., regarding the facility for the 
persons ineligible for treatment in the out-patients 
department of the St. George’s Hospital to consult 
the Superintendent of the Hospital on the payment of 
certain fees, and after taking into account the remarks 
called for from the Superintendent and his disclaimer 
in the October, 1938 number of the Bulletin, it was 
resolved that the papers on the subject be recorded. 


The Council proceeded to consider tha requests 
for the recognition of the D.O.M.S. and the D.G.O. 
of the College of Physicians and Surgeons of Bombay 
for registration as additional qualifications and inclu- 
sion in Table (G) given in the Bombay Medical Regis- 
ter and, dealing with the proposals of the Executive 
Committee for the appointment first of visitors to 
attend and be present at the examinations for these 
qualifications, it was resolved that the following 
visitors be appointed to attend and be present at the 
examinations for the L.C.P.S. of the College :— 


The President—For Surgery, Midwifery and 
examination for the D.G.O. 


Dr. P. C. Bharucha—For Medicine. 


Messrs. C. J. Ghia and V. D. Sathaye—For 
Ophthalmology and Examination for the 
D.O.M.S. 


The Council proceeded to consider the question 
raised for the revision of the Code of Medical Ethics 
and, after taking into account the views received 
from Medical Associations, etc., on the subject, it 
was resolved that the Council do not think any 
change is necessary in the Code of Medical Ethics. 


The Council proceeded to consider the application 
received from Mr. Rajekhan for permission to be 
registered under section 7 (3) of the Bombay Medical 
Act VI of 1912, and it was resolved that Government 
be informed that in the opinion of the Council, Mr. 
Rajekhan be given permission to be registered under 
Section 7 (3) of the Bombay Medical Act, 1912. 


The Council proceeded to consider the draft Bill 
to provide for the registration and inspection of 
Nursing Homes received from Government for the 
opinion and suggestions of the Council and it was re- 
solved that the Bill be approved, subject to certain 
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alterations suggested therein by a Sub-Committee 
- appointed to consider and report on the subject and 
by the Executive Committee. 

The Council proceeded to consider a Government 
letter asking for the advice of the Council whether 
certain medical graduates of the Tilak Maharashtra 
Vidyapeeth, Poona, or any of them, should, in view 
of the circumstances mentioned by Government, be 
registered under the Bombay Medical Act, 1912, and 
it was resolved that under the provisions of the 
Bombay Medical Act, 1912, the practitioners mention- 
ed by Government cannot be registered. 


The Council proceeded to consider a Government 
letter regarding the question of reservation of seats 
for the Province of Sind on the Bombay Medical 
Council and it was resolved that the Government of 
Sind be allowed to nominate 2 representatives on their 
behalf for nomination as members of the Bombay 
Medical Council. 

The Council proceeded to consider a Government 
letter in connection with the proposal that it be urged 
again on the Government of Portuguese India that all 
medical practitioners registered under the Bombay 
Medical Act, 1912, should be permitted to practise 
medicine in Portuguese India on a reciprocal basis, 
and, after taking into account the circumstances 
mentioned by Government, it was resolved that the 
matter be dropped. 


The Council proceeded to ballot for the election 
of an Executive Committee for the year 1939-40 and, 
in accordance with the result of the ballot, declared 
the following six members as duly elected to the 
Committee : 

Lieut.-Col. S. L. Bhatia, M.C., M.A., M.D., 
I.M.S., Mr. C. A. Amesur, M.S., Mr. U. B. Narayan- 
rao, L.C.P.S., Dr. B. G. Vad, m.p., Mrs. Tarabai 
Kotamraj, L.C.P.8., Mr. V. D. Sathaye, B.Sc., 
-L.C.P.S. 

The Council proceeded to consider a motion 
given notice of by Mr. Narayanrao, proposing that the 
word and brackets ‘‘(Hon.)’’ be inserted after 
“F.C.P.S.” appearing in the Bombay Medical 
Register against the names of those who had cbtained 
that Diploma of the College of Physicians and 
Surgeons of Bombay, etc., and it was resolved that 
the matter be referred to the Executive Committee. 


The Council proceeded to consider a Government 
letter forwarding, for the remarks of the Council, the 
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various resolutions passed by the Conference on 
Medical School Education held in New Delhi on the 
7th and 8th November, 1938, and it was decided to 
express the opinion that the resolutions may be 
accepted, subject to the following remarks, viz. :— 


‘(a) That resolution No. 1 may be accepted with 
the presumption that the expression ‘‘modern scienti- 
fic medicine’ therein means what is usually known 
as Allopathy; and 


(b) That resolution No. 8 may be accepted with 
the addition of the words ‘‘or, within 5 years’’ after 
the words ‘‘can be fully met.”’ 


FINDINGS IN NUTRITION SURVEY 


Investigations under a scheme approved by tlie 
Nutrition Advisory Committee of the Indian Research 
Fund Association have shown that a special feature 
of the Indian diet is a marked increase in the con- 
sumption of fat with the rise in economic scale. 

Four types of communities in different areas were 
selected for diet and clinical surveys, namely, indus- 
trial workers in Assam (the coolie class), the middle 
class agriculturists in Bengal, the well-to-do Calcutta 
households and a mixed middle class community in 
Ferozepore, Punjab. 

The diet of the Assam coolies was found to be 
poor in total calories, in total proteins, in fat, in 
calcium, in vitamin A and in carotene, also to a 
lesser degree in vitamin C and in iron. Most of the 
families took no milk. Conditions were somewhat 
better among the middle class agricultural group 
though the fat and the animal protein consumption 
was low. The diet of well-to-do people in Calcutia 
was almost as good as that recommended in the 
European standards. 


Together with the diet surveys, the children were 
examined for height, weight and deficiency diseases. 
The heights and weights of the Assam children were 
much below those of the well-to-do group in Calcutia 
and those of the rural children were midway. 


While the absolute gain in weight per year was 
somewhat greater in the Calcutta children, grow h 
expressed as a percentage increase in body weight per 
year was actually greater in the labour class in Assam. 
In spite of the poor diet the growth impulse appeared 
to be as good amongst this class as among the well-to- 
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do. They had also probably a greater proportion of 
muscle tissue per unit of body weight than the better 
off group. 


These surveys show that Assam coolies live on a 
diet which is inadequate qualitatively and probably 
also quantitatively. To a lesser extent it is also 
true of the agricultural community in  Barasat, 
Bengal, yet the inherent vitality as judged by the 
percentage rate of growth and grip per lb. body 
weight, appeared to be good. 


Definite signs of vitamin A deficiency in the diet 
were seen only in Assam, the rural area in Bengal 


_ and Caleutta being exempt from them. Malocclusion 


of teeth, of which the cause is obscure, was most 
common among the Assam children (23-2 per cent.) 
and least in Calcutta (8-0 per cent.). On the other 
hand the incidence of enlarged tonsils was greater 
among the well-to-do (42-3 per cent.) and least among 
the coolies (12-8 per cent.). Conditions of malnutri- 
tion were present amongst 38:7 per cent. of boys in 
Assam and amongst 33-8 per cent. in rural Bengal, 
and 16-3 per cent. in Calcutta. These figures, how- 
ever, fell with the rise in economic status. 


The average number of children alive per family 
was 1:8 in Assam, 3-5 in rural Bengal, and 4-2 in 
Calcutta. In none of the groups were children sent 
away elsewhere; indeed in Assam they obtained 
employment in the industry from the age of seven. 


The families surveyed in Ferozepore, Punjab, 
included Hindus, Muslims, Sikhs of the artisan class 
and a small group of sweepers. The diet of this mixed 
group was almost as good as that of the well-to-do 
people in Calcutta in calories, proteins and fat. Even 
the sweeper class were on a much better diet than 
the Assam coolies. Their main cereal was wheat and 
the quantity of milk available for consumption was 
about 8 ozs. per head per day. In spite, however, of 
their better diet, particularly as regards calcium, the 
incidence of caries was over 30 per cent. The 
number of those with enlarged tonsils was also high. 
The average heights and weights of the children were 
above those of the Assam and rural Bengal groups. 


An increase in the cultivation of green vegetables 
and consumption of dals among the poorer classes, 
it is said, would be a cheap and simple expedient at 
least to prevent the appearance of xerophthalmia. 
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CONTROL OF ANTI-TOXIC SERA 


That reliance on anti-toxic sera sold in India in 
open market might well entail the serious risk to the 
life of a patient, is revealed by the fact that, as in 
the case of the many pharmaceutical preparations 
recently tested, anti-toxic sera, too, purchased in the 
open market, have been found to be much below the 
indicated strength, while on occasions they are even 
wanting in anti-toxic action. 


This shows once again how very necessary the 
control of drugs, especially of those whose potency 
has to be relied on for treatment of emergent condi- 
tions, is in the case of therapeutic and prophylactic 
sera, which are the only powerful weapons available 
for the treatment of diphtheria, tetanus and other 
serious bacterial infections. 


In England and many other western countries, 
sale of no anti-toxic sera either manufactured locally 
or imported, is allowed unless each batch is submitted 
for testing by a control laboratory established for 
that purpose. The tests carried out include not only 


the estimation of the number ‘‘International Units’’ 


which each serum contains, but also the sterility and 
innocuousness of the product. 


Certain specified institutes, such as the State 
Serum Institute, Copenhagen, and the National 
Institute for Medical Research, Hamstead, maintain 
standard serum preparations which are identical and 
issue these at six-monthly intervals to testing and 
manufacturers’ laboratories. Their use for compari- 
son of potency of sera enables the unitage of products 
to be specified in an exact manner. 


The potency of anti-toxic sera can be measured 
by biological methods, with a high degree of accuracy. 


International standards for the different sera in 
use have been established by the Biological Standardi- 
zation Committee of the League of Nations, and 
these enable the exact strength of any serum to be 
determined. Methods have been worked out by 
which tests can be made against the ‘‘International 
Standards’’ and the medical practitioner using a 
serum which has passed an official test and is declared 
to contain a specified number of anti-toxic units, can 
rely on the potency of the serum and also administer 
a correct dose. 
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REGISTER OF PRACTITIONERS OF 
INDIGENOUS MEDICINE 


The following circular dated the 20th February, 
1939, has been issued from the Office of the Inspector- 
General of Civil Hospitals, Punjab, Civil Secretariat, 
Lahore, by Col. G. Jolly, 1.m.s., Chairman, The Pun- 
jab Government Committee on the Indigenous Sys- 
tems of Medicine :— 


The Punjab Government have appointed a Com- 
mittee with the following terms of reference :— 


A. What steps, if any, should be taken to ins- 
titute a Register of practitioners of in- 
digenous medicine? 


What steps should be taken to improve 
the medical education of practitioners of 
indigenous medicine? 


C. Whether any legislation is necessary for 
either (A) or (B) and if so what? 


The Committee has drawn up a questionnaire to 
elicit public opinion on the subject. A copy of the 
questionnaire is printed below for information of the 
readers. 


The Honorary General Secretary, Indian Medical 
Association, requests the different branches of the 
Indian Medical Association to submit to him*by the 
end of July, 1939, their views and suggestions there- 
on. 


QUESTIONNAIRE. 


Part A. 


Wuat STEPS, IF ANY, SHOULD BE TAKEN TO INSTITUTE 
A REGISTER OF PRACTITIONERS OF INDIGENOUS 
MEDICINE. 


1. Do you consider that Practitioners of Indigenous 
Medicine should be controlled? 


2. If so, with what objects? 

3. What measures of control do you suggest? 

4. Would Registration of practitioners of Indigenous 
Medicine effect the control you have in mind? 

5. If so, how? 


If you are in favour of Registration: 


6. What responsibilities would you attach to Registra- 
tion, such as adherence to a high Code of Ethics, as 
between— 

(a) Practitioner and the State? 
(b) Practitioner and Public? 
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(c) Practitioner and Practitioner? 
(d) Any other? 
7. What privileges, if any, do you consider a Registered — 
practitioner should enjoy, such as— 
(a) Facilities for Professional practice? 
(b) Entry into Government or Local Body service? 
(c) Appearance as expert witness in courts of law? 
(d) Issuing of certificates of fitness or unfitness? 
(e) Realization of fees through courts of law? 
(f) Issuing of certificates for life insurance? 
(g) Signing of death reports? 
(h) Use of poisonous drugs? 
(i) Any other? 
8. What restrictions, if any, would you impose on 
Registered practitioners, such as— 
- (a) Advertisement whether— 


Personal, or 
Of Remedies and Cures, or 
Of Publications? 
(b) The use and prescription of poisonous drugs? 
(c) Association of Registered practitioners with 
Organisations and Businesses for the manu- 
facture and sale of drugs? 


(d) The use of secret remedies or the concealment of 
their formule? 
(e) Any other? 

9. What penalties, if any, would you render Registered 
practitioners of Indigenous Systems of Medicine liable to, 
such as— 

(a) Removal from Register? 
(b) Restriction on practice? 
(c) Any other? 

1o. Do you consider that there should be a Provincial 
Body constituted to control the Registration of practitioners 
of the Indigenous Systems of Medicine? 

11. If so, what should be its constitution and powers, 
if any? 

12. Should such practitioners of Indigenous Medicine, if 
Registered, be allowed to practise any other system than that 
for which they have qualified? 

13. Do you suggest prohibition or restriction of practice 
by non-registered practitioners? 

14. If so, to what extent? 

15. Do you consider that if Registration is adopted 
those practitioners of Indigenous Medicine who have been in 
practice for a certain period of years should be admitted to 
the Register or to a separate section of it, up to a certain 
date, without fulfilling the full conditions which would be 
imposed on a new entrant? 

16. If so, should their admission to the Register be 
subject to any examination test? 

17. If you are in favour of two classes of Registration, 
as suggested in the preceding question, do you consider that 
any difference in privileges is necessary between the classes? 

18. If so, what? wa 
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19. For the purpose of Registration, what do you 
consider should be the minimum acceptable qualifications in— 
(a) Preliminary education? 

(b) Training in Basic Sciences? 

(c) Training in Clinical subjects? 


Part B. 


WHAT STEPS SHOULD BE TAKEN TO IMPROVE THE MEDICAL 
EDUCATION OF PRACTITIONERS OF INDIGENOUS 
MEDICINE. 


20. Do you consider that any improvement is required 
in the medical education of practitioners of Indigenous 
Medicine? 

21. If so, what minimum standard of general education 
do you suggest for admission of students to a training institu- 
tion in the Indigenous Systems of Medicine? 

22. Do you consider the basic science subjects of 
Chemistry, Physics, Botany and Zoology should be taught to 
all students? 

23. If so— ; 

(a) What standards do you suggest? 

(b) Do you consider these subjects should be taught 
to the students before or after admission to 
the training schools of Indigenous Medicine? 

24. Do you consider that the subjects of Anatomy and 
Physiology should be taught in the training schools of 
Indigenous Medicine? 

25. If so, what standards do you suggest? 

26. What other subjects do you consider it essential to 
include in the curriculum? 

27. In the teaching of medical subjects, both clinical 
and non-clinical, do you consider that students should be 
given facilities to have a comparative knowledge of the 
Indigenous Systems as well as of Modern Scientific Medicine? 

28. If so, to what extent? 

29. Do you consider that research into the materials or 
methods of Indigenous Medicine is necessary for the improve- 
ment of the medical education of practitioners of Indigenous 
Medicine? 

30. In the teaching of medical subjects do you consider 
that a minimum standard of instruction should be prescribed? 


ANATOMY OF THE HUMAN LYMPHATIC 
SYSTEM. By H. Rovvirre. Translated from the 
original French and re-arranged by M. J. Tobias. 
Published by Edwards Brothers, Inc. Ann Arbor, 
Michigan, 1938. D. Demy 8vo, pages 318+x. With 
129 Illustrations. Price $4-00. ! 

We are familiar with the dictum ‘As is your 
pathology, so is your practice’, but there are many 
who would go so far as to substitute anatomy for 
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31. -In regard to, the medium of instruction do you 
consider that one or more languages should be specified or 
that latitude should be given to teachers and students to 
adopt the language best suited to each subject? 

32. Do you consider that minimum standards of quali- 
fications should be laid down for teachers in each subject 
taught? 

33. Do you consider that the existing institutions train- 
ing students in the Indigenous Systems of Medicine are 
imparting efficient and sufficient instruction at present? 

34. If not, what improvements would you suggest? 

35. Do you consider that necessary improvements in 
the medical education of practitioners of Indigenous Medicine 
can or should be financed by private agencies or that some 
form of Government aid is necessary? 

36. Is it desirable in your opinion to have model Govern- 
ment institutions for the training of practitioners of 
Indigenous Systems of Medicine or that Government should 
aid existing institutions and regulate their control? 

37. Do you consider that a uniform standard of 
medical education for all students in training institutions of 
Indigenous Systems of Medicine in the Punjab is desirable? 

38. If so, do you consider that a Provincial Board 
should be established to draw up and enforce such uniform 
standard? 

39. If so, do you consider that this Board should be the 
same as the ‘‘ Body ’”’ suggested in question ro or should it 
be a separate one? 

40. Do you consider that the Provincial Board envisaged 
in question 38 should also be an examining body? 

41. What other functions, if any, would you assign to 
this Board? 


Part C. 


WHETHER ANY LEGISLATION IS NECESSARY FOR 
ETIHER (A) OR (B) AND IF SO WHAT? 

42. Do you consider, that any legislation is necessary 
to bring into effect the suggestions you have made in your 
answers to this questionnaire under Parts A and B? 

43- If so, what do you suggest? 


pathology. In anatomy, although the lymphatic sys- 
tem is one of the most important, it receives inade- 
quate attention in the curriculum of medical colleges 
throughout the world. Without a sound knowledge 
of the lymphatic system, the clinician will find him- 
self greatly handicapped. Professor Rouviere 


deserves our thanks for his presentation of his original 
compendium in an eminently readable form. _ The 
translation by Dr. Tobias is equally praiseworthy. A 
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novel feature which deserves special mention is the 
printing which is done throughout in photo-lithograph 
from perfect typescript. This inexpensive printing 
process results in the production of an attractive 
volume at a minimum price—a matter of no small 
consideration in these difficult times. 


For a monograph on a special branch of anatomy, 
this is a volume of considerable size, consisting as 
it does of 250 pages of printed matter, comprising 
thirty-six chapters. The first chapter deals with the 
descriptive anatomy and topography of the lympha- 
tic system in man. The succeeding chapters deal 
with special regions and organs. With regard to the 
relation of lymph nodes to nerve trunks and nerv2 
plexuses particular attention is invited to the superfi- 
cial occipital nodes, inflammation of which may lead to 
neuralgia of the great occipital nerve. The chapter 
on lymph paths of the nervous system will also be 
found of interest. It is, of course, necessary to re- 
member that considerable variations are constantly 
encountered in the arrangement of the lymphatic 
trunks and plexuses, and these are explained in the 
glossary. 

We have already praised the printing of this 
book. The illustrations are excellent and a great 
many are original. There are also an excellent biblio- 
graphy and an adequate index. We agree with Dr. 
Hugh Auchinclose, who has written an introductory 
preface, that ‘‘Professor Rouviere’s studies are a gen- 
uine contribution on the lymphatic system.’’ The 
publishers deserve great credit for their enterprise in 
offering an excellent volume at a popular price. 


P. N. Ray 


THE ABNORMAL IN OBSTETRICS. By Sir 
Comyns BerkELEy, Messrs. Victor BoNNEY AND 
Dovetas. First Edition, 1938. Published by 
Edwards Arnold & Co., London. Royal 8vo., pages 
525+viii. Price 18 Shillings net. 


The book is excellently written and the authors 
are to be congratulated on the excellent way they 
have put and discussed in detail about the abnormal 
in obstetrics. The book is very up to date and will 
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greatly help the medical practitioners and the 


specialists in obstetrics. 
H. N. Ray 


MIDWIFERY BY TEN TEACHERS. Edited by 
Currorp Wuite & OrHeRs. 6th Edition, 1938. Pub- 
lished by Edwards Arnold & Co. Royal 8vo., pages 
676+xii. Price 18 Shillings net. 


The book has been got up nicely and rewritten 
so as to include the new things that are important to 
practitioners and medical students and a few things 
have been omitted as they are obsolete. The chapter 
on embryology is well written, so also the chapter on 
pregnancy and antenatal care. A few .more dia- 
grams may be added to the phenomena of the first 
stage of labour so as to demonstrate the general in- 
trauterine pressure. The classification of contracted 
pelvis may be made according to Caldwell and Moloy. 
The rest of the book is excellently written and the 
operation of the lower uterine segment Cesarean 
section has been added to the book. The operation 
is described in a lucid way. 

In conclusion it must be admitted that the book 
will continue to be one of the best text-books in the 
market for medical practitioners and students. 

H. N. Ray. 


TRANSACTIONS OF THE MEDICAL COL- 
LEGE REUNION. Ninth Sessions 1937-38. Vol. 
I. No. 1 D.C. 8vo., pages 170+xviii. Price Rs. 2/-. 

The publication of the Transactions of the 
Calcutta Medical College Re-Union containing the 
proceedings of the Re-Union, the scientific papers read 
at the session as well as the reports of the various 
activities of the students will be welcome not only 
to the students, past and present of the college, but 
also to the practitioners at large. The articles pub- 
lished cover a wide field of subjects. These are well- 
chosen and written by experienced teachers and will 
certainly be of great practical value and interest to 
the general practitioners. The publisher is to be con- 
gratulated for the excellent get up and printing of the 
book and. it is hoped that each successive volume 
will meet with warmer welcome and _ increasing 


demand. 
G. 
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